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ABSTRACT

Issues in the Administration of Mental Health

Service Programs in Rural Areas
(February, 1979)

Brian William Flynn, B.A.
M.A.

North Carolina Wesleyan College

East Carolina University

Ed.D., University of Massachusetts

Directed by:

Dr. Donald Carew

The purpose of this study was to examine selected char-

acteristics of individuals administering mental health service

programs in rural areas.
questions were sought.

Specifically, responses to several
First, what are the characteristics

(disciplinary training, prior life and work experiences,
and motivation for coming to and remaining in rural areas)
of rural mental health administrators?

Second, what types

of training have they had, in what specific areas; what

skills do they perceive as necessary for effective functioning;

and what do they perceive as their major training needs?

Third, what are the major problems they have experienced
in the design and administration of rural mental health

service programs?

Fourth, what do they perceive as the

major positive facilitating factors of design and administration of rural programs?

Fifth, what are the most critical
VI

service linkages in their rural areas?

Sixth, what are the

local groups or institutions whose involvement seems most

important in the development and operation of their programs
Finally, what programs or strategies have they developed
to overcome problems or maximize advantages of design and

administration in their areas?
The sample was comprised of 22 rural mental health ad-

ministrators located in the six New England states (Maine,
Connecticut, Massachusetts, New Hampshire, Rhode Island,

and Vermont)

.

Data was collected by personal interview

using a semi -structured interview format developed for this
study.

A copy is included.

Most of the administrators were social workers.

The

average length of time in their current position was over
six years.

The vast majority came to their current jobs

from other agencies.

That previous job was most frequentThey

ly clinical in nature and was in an urban setting.

describe most of their professional experiences as either

administrative or mixed clinical and administrative.
Most came to their rural jobs seeking an opportunity
for career advancement and a specific life style.

They

stay primarily because of the life style and the perceived

positive effects on their families.
of
The typical administrator has had a small amount

training
training in mental health administration but no
vii

regarding the particular needs of rural areas.
administrators interviewed found

a

Most of the

variety of early experi-

ences more helpful in their current job than either academic

training or job experience.

A variety of management related topics were the most

frequently mentioned training needs

.

Lack of time presents

the most powerful deterrent to additional training.

Avail-

ability of appropriate training, distance, and cost were
also mentioned.

Obtaining appropriate community involvement, fiscal
limitations, distance and manpower issues present some of
the most pressing problems of design and administration.

Relationships with the community, with other service providers, and with staff were among the positive factors most

frequently cited.

Other positive aspects and problems in

design and administration are discussed.

Most relationships with other service providers were

positively reported.
the medical community,
the schools.

The most important linkages are with
the criminal justice system, and

Local government was most frequently cited

as the most important source of community support.

Others

are discussed.

Four strategies and programs in the areas of organi-

zational design, minimizing community resistance, gaining

financial support, and long-range fiscal planning are
viii

presented.

Implications for recruiting, training, contin-

uing education, internal organizational relationships,

government's role, and further research are presented.

IX

TABLE OF CONTENTS

Page

ACKNOWLEDGMENT
ABSTRACT
LIST OF TABLES

LIST OF FIGURES

Chapter
I

INTRODUCTION

1

The Rationale
The Purpose
The Process
II

1
6

8

REVIEW OF THE LITERATURE

11

Defining Rural America
Background
Demographic Data
Health Data
Heterogeneity
Rural Culture and Values
Values
Attitudes and Barriers to Treatment
Natural Helpers
Incidence of Mental Health Problems
in Rural Areas

15

21

35

Characteristics of Rural Mental Health
Centers

40

Background
Catchment Area Characteristics
Patient Characteristics
Fiscal Factors
Selected Special Problems of Rural
Community Mental Health Centers

47

X

...

Chapter

Page

Manpower
Geography
Continuing Education
ipact of Federal Programs Upon Rural
Community Mental Health
Mental Health
Health
Conclusion
III

IV

METHODOLOGY

56

64

Background

64

Overall Approach

68

Sampling

69

Data Collection

73

Data Analysis

74

Limitations

74

RESULTS

77

Background of Interviewees

....

77

Self Perceptions

82

Motivation

83

Training, Skills and Experience

...

86

Training
Skills
Experience
Problems of Rural Planning, Design,
and Administration

96

Planning and Design
Administration

Positive Aspects of Planning, Design
and Administration
Planning and Design
Administration

100

104

Service Linkage
xi

Chapter

Page

Community Support
Summary
.

V

.

.

.

107

.

110

DISCUSSION

112

Background of Interviewees
Self-Perceptions

113

Motivation
Training, Skills, and Experience
Training
Skills
Experience

117

115

123

.

Problems of Planning, Design, and
Administration

142

Planning and Design
Administration
Positive or Facilitating Aspects of
Planning, Design, and Administration

.

162

Planning and Design
Administration

VI

Service Linkage

166

Community Support

172

Conclusion

176

IMPLICATIONS AND SUMMARY

179

Implications for Recruiting Rural
Mental Health Administrators

180

Implications for Training Rural
Mental Health Administrators

184

Implications for Continuing Education

185

Implications for Internal Organizational Relationships

187

Implications for Government's Relationship with Rural Mental Health Service
Programs

190

Implications for Further Research

192

XIL

Page

Summary

I 95

Conclusion

I 99

FOOTNOTES

200

BIBLIOGRAPHY

201

APPENDIX A:

INTERVIEW FORMAT

215

APPENDIX

PROGRAMS AND STRATEGIES

227

B:

xiii

LIST OF TABLES

Table
1

2

Page

Selected Catchment Area Characteristics
and Utilization Indices by Degree of
Rurality

43

Percent Distributions of Additions to
Federally-Funded CMHC’s by Primary
Diagnosis and Degree of Rurality

45

Factors Influencing Decision to Come to
a Rural Area

84

Current Training Needs of Mental Health
Administrators

89

...

3

4

5

Factors Prohibiting Additional Training

6

Problems of Planning and Designing Rural
Mental Health Service Programs

97

Problems of Administering Rural Mental
Health Service Programs

99

7

8

9

10

.

...

90

Positive or Facilitating Aspects of Planning and Designing Rural Mental Health
Service Programs

101

Positive or Facilitating Aspects of Rural
Mental Health Administration

103

....

Groups Whose Support Makes a Major Contribution to the Success of Rural
Mental Health Service Programs

xiv

LIST OF FIGURES

Figure

Page

Professional discipline of the administrators

1

78

2

Length of time in current position

3

Nature of prior professional experience

4

Location of prior professional experience

81

Self perceptions of rural mental health
administrators

82

Membership in the association for rural
mental health

83

Rewarding factors that contribute to
the decision to remain in current
positions

85

Categories of experience that rural mental health administrators indicate
were particularly helpful in their
current role

94

8

.

Agencies or groups noted as critical
service linkages in rural areas
.

XV

.

.

79

80

106

CHAPTER

I

INTRODUCTION

The Rationale

This study is undertaken in an effort to more fully

understand administration of community-based mental health
service programs in rural areas.

Mental health and mental

illness, as a field of legitimate scientific study, is rel-

atively young.

Most of what is currently known has been

developed during this century.

As a young field of study,

many aspects of services, training and research remain unexplored.

Although far from complete, knowledge about the nature
of mental illness and techniques for its treatment have in-

creased rapidly and dramatically.

Along with this expanded

knowledge has developed a wide variety of service delivery
designs ranging from both public and private mental hospitals to community-based treatment settings

.

Among the least

explored areas in this field is mental health administration.
The issues are complex.

Any efforts toward building a com

prehensive knowledge base concerning mental health adminissettings
tration must take into consideration the variety of
in which those activities occur.

This study provides one

administrapiece of the elaborate mosaic of mental health
tion.

community-based
It focuses upon administration of

mental health services in rural areas.

2

The topic and specific methodology were selected for at

least three major reasons.

First,

the need to expand know-

ledge about rural mental health administration; second, the

desire to approach the subject utilizing a different method-

ology than previous studies; and third, the need and desire
to maximize the study

'

s

utility to practitioners as well as

other students and researchers in the field.

Rural areas warrant special focus for a variety of reasons

The population of rural America is larger than it was

.

fifty years ago and growing.

Fifty-four million people cur-

rently live in rural areas compared to fifty-two million in
1920 (United States Department of Agriculture, 1971).

present, residents of rural areas constitute
tion’s population and occupy

907o

of the land.

257o

At

of the na-

The review of

the literature in Chapter II will show that many myths exist

about rural people, their mental health and their perception
of mental illness

.

One might legitimately ask if administra-

tion of mental health programs is any different than adminis-

Most in this field agree

tration of any other organization.

that there are both similarities and differences.
to

The extent

which the similarities are greater than the differences re

main

a

very open question.

Dr.

Saul Feldman,

the founder and editor of the Journal

of Administration in Mental Health

,

discusses at least two

the mental
major administrative challenges particular to
the particular
health field (Feldman, 1978). First, he notes

3

problems of managing mental health professionals,

a

highly

professionalized and autonomous group representing many disciplines.

The task is complicated by the observation that

mental health professionals tend to be at least as loyal to
their professional disciplines as to their employers.

Second,

Feldman notes that mental health services are comparatively
lacking in advanced technology and sophisticated instrumentation resulting in the expanded importance of organizational

climate in treatment.
tion,

therefore,

The administrator of such an organiza-

should have special knowledge and expertise

in such areas as organizational structure, sociology of mental

health organizations, and organizational behavior.
If what I'm saying is correct, and

I

think it is, the

communication of hope, the communication of confidence,
the communication that the organization seems to know

what it is doing and cares about the patient is critically important,

(p

.

390)

Five problems particular to the rural mental health ad-

ministrator are discussed by Hollister, Bentz, Miller, Edgerton,
and Aponte (1973d)
1.

He/ she faces^ the problems that arise from the basic

community organization approach of community mental health.
For example, they must deal with unrealistic citizens

expec-

management by
tations and frequent resentment towards expert
other service
other service organizations, and the desire of

4

providers to transfer the responsibility for their most difficult clients to the mental health agency.
The administrator faces special problems that accom-

2.

pany servicing rural people.

Particular problems include

reaching the rural poor, the influence of stigmatization of

mental health services, confidentiality and transportation.
He/she must face realities of operating a more limited

3.

clinical program than their urban counterparts
He/ she faces a variety of special internal problems

4.

including communication in a geographic disbursed service network, part-time commuting professional staff, social and pro-

fessional pressures affecting staff cohesion, and limited fi-

nancing
5.

.

He/ she must cope with special external problems such

as resentment by local medical practitioners using a local

general hospital for inpatient services, and unclear and often

inappropriate state and federal expectations.
The review of the literature will show that additional

special problems needing exploration exist in the organization
and delivery of rural mental health services.

Geography,

staff recruitment and retention, confidentiality, and lack
of community resources,

to name just a few,

present very spe-

cial problems for the administrator
compliUnderstanding rural areas has, in some ways, been

cated by the methodology utilized to study them.

Nearly all

5

of the published literature that attempts to examine rural

areas does so by comparing those areas with more urban settings

As a result, little focused attention has been paid

.

to the rural areas and rural mental health administrators

themselves.

As one reviews the literature, rurality is pre-

sented almost as a deficiency state (i.e., that they are not
urban)

There exists throughout the literature, with the

.

noted exception of works of a few writers (viz., Hollister
et al

.

1977)

,

1973a,

1973b, 1973c, 1973d; Mazer, 1976; and Wagenfeld,

a pervasive naivet^ that understanding rural mental

health can be accomplished by understanding quantitative comparisons.

For example, we learn that there are fewer psychi-

atrists practicing in rural areas (Bachrach, 1971a)

.

We

learn that there are fewer persons per square mile living in

rural areas (United States Department of Agriculture, 1971).

We learn that there is less juvenile delinquency in rural
areas than urban areas (Lentz, 1956).

What seems to be lack-

ing is both the serious study of the implications of quanti-

tative analysis and the existence of a fresh, non- comparative

data base about rural areas.

This dissertation is designed

as a descriptive study of rural mental health administration

hopein an effort to approach the subject in a different and

fully more meaningful way.
this study
Finally, a conscious attempt has been made in

about mental
to not only fill a gap in existing knowledge

usable information
health administration, but also to provide

6

that will be of assistance to rural mental health administrators as they strive to make their programs more efficient and

effective.
isolated.

By definition, most rural areas are physically

That physical isolation tends to contribute to

professional isolation.

A major consideration in this study

is its utility as a vehicle by which information about local

experience can be assembled and analyzed (both in aggregate
form and by use of case examples)

and disseminated to the

studies' participants and other rural administrators.
fully, in this manner,

Hope-

some of the isolation can be reduced

and fewer wheels will be reinvented.

The Purpose

This study looks closely at the thoughts, feelings, mo-

tivations, experiences, and observations of individuals cur-

rently administering community-based mental health programs
in rural areas.

Specifically, the study's purpose is to ex-

plore the following questions:
1.

What are the characteristics (disciplinary training,

prior life and work experience, and motivations for coming to
and remaining in rural areas) of mental health administrators

currently working in rural areas?
2.

What types of training have they had; in what spe-

for
cific areas; what skills do they perceive as necessary

7

effective functioning; and what do they perceive as their
training needs?
3.

What do they perceive as the major problems of de-

sign and administration of rural mental health service programs?
4.

What do they perceive as the major positive or fa-

cilitating factors of design and administration of rural
programs?
5.

What do they perceive as the most critical service

linkages in their rural areas?
6.

What are the local groups and/or institutions whose

involvement seems most important in the development and operation of mental health services in the rural areas?
7.

What programs or strategies have been developed by

rural mental health administrators to overcome specific problems or maximize specific advantages of design and administra-

tion in their areas?
The above questions were selected with great care from
the virtually endless array of possible areas of exploration.

The reason for selecting these specific questions is really

quite simple.

The questions lead to very basic data badly

needed before answering nearly all other questions.

No one

before has taken a serious look at the characteristics of
administrators and how they do their jobs.

8

One might have reasonably expected these questions to

have been answered already.

However, such is not the case.

In a very recent publication entitled Mental Health Adminis -

tration- -An Annotated Bibliography (NIMH, 1978), over 1,000

citations are provided.

The topic areas cover almost all

aspects of mental health administration.

Only two involved

interviews with multiple mental health administrators

about how they perceive themselves and their jobs!

Nearly

all the studies were antidotal in nature or suggestions to
the field based upon the authors'

ences.

thoughts and/or experi-

The information contained in this dissertation is a

beginning attempt to build a fresh data base on mental health

administration in rural areas.

The Process

Once the rationale, problem statement, and purpose for
the study were established, the task of developing a method-

ology to study the questions began.

A full description of

the methodology can be found in Chapter III.

The first task involved defining terms.

For the pur-

pose of this study, rural areas are defined by using the
States
National Institute of Mental Health definition (United
InstiDepartment of Health, Education and Welfare, National

tute of Mental Health, 1973).

These are areas "outside a

containing only
standard metropolitan statistical area, and

9

counties in which more than

507,

of the 1970 population lived

in communities of 2,500 or less."

Mental health administrators are defined as the prime
executives of agencies whose primary mandate is the provision of mental health services.

In all cases, his or her

responsibilities included program design and administration.
Staff recruitment and supervision, clinical care responsibility, budgeting, and community relations.
The semi- structured interview format was selected as
the mechanism for gathering data.

This format allows the

collection of large amounts of data in a manner lending itself to quantification, and allows the interviewer to probe

responses and gather detailed responses

.

terview format can be found in Appendix A.

A copy of the inThe study con-

sisted of 22 interviews with administrators of community

mental health programs in the six New England states (New
Hampshire, Massachusetts, Maine, Vermont, Connecticut, and
Rhode Island)
in the study.

inated.

.

There were 30 areas eligible to participate

For a variety of reasons, several were elim-

All interviews were accomplished over a six-month

period after which analysis of the results began.

At the

close of each interview, the interviewee was asked to de-

scribe any innovative programs he/she or their agency has
some
developed to overcome some of its problems, or maximize

rural
of the benefits of delivering efficient and effective

mental health services

The number of responses to those

10

questions were somewhat disappointing; but those that are included provide very helpful information to the field in general and, more specifically, to other rural mental health ad-

ministrators.

Those responses can be found in Appendix

B.

The next chapter contains a review of the literature

primarily in the areas of rurality, rural mental health and
mental health administration.

That chapter places the seven

questions addressed in this study in the context of what is

known and is unknown about administration of rural mental
health service programs.

Chapter III, as noted earlier, pre-

sents a full description of the methodology utilized in the
study, and discusses the development of that methodology,
the method of analysis and the study’s limitations.

Chapter IV presents the results of the study in narrative form supplemented by several tables and figures to more

clearly portray the meaning of the data.

Chapter V contains

a detailed discussion of the responses supplemented exten-

sively by statements by the administrators themselves.

Chapter VI discusses several of the specific implications of
the data gathered in this study and summarizes the disserta-

tion

.

CHAPTER

II

REVIEW OF THE LITERATURE

Setting appropriate limitations is perhaps one of the

most difficult tasks in examining the literature in rural
mental health administration.

To fully understand the nature

of rural areas and related mental health issues, one would

need extensive knowledge in areas as diverse as economics,
agriculture, epidemiology, psychology, sociology, and anthro-

pology to name a few.
This literature review is a comprehensive analysis of a

limited body of literature.

The scope of the literature re-

view has been limited to the review and discussions of those
factors that directly relate to the major purpose of the

study--that is, to better understand the role of the mental

health administrator

in

rural areas.

For a general overview of major issues in rural mental
health, the reader may wish to review the works of Hollister

Clayton
(1973), Witt (1977), Vail (1973), Huessy (1972), and
(1978).

All provide brief, well-conceived and relatively

comprehensive descriptions of the characteristics, dilemmas
and issues in rural mental health.
areas is
A comprehensive sociological analysis of rural
papers
provided by Derr (1973) in a series of twelve working

12

^rititlsd,

Policies

.

Socia.1 Piroblsins

HGalth S6irvic6s and Social

,

The working papers include the following topics:

poverty and income maintenance, economic development, employment and manpower, transportation and communication, education, housing, health,

family planning, mental health and

mental retardation, nutrition, and social services.
In addition, a working knowledge of the issues of mental

health administration, regardless of the location, is extremely important before looking at refinements of that role.

Several writings together provide a general orientation to

mental health administration.

A comprehensive overview of

the literature in that area can be found in a very recent

publication entitled. Mental Health Administration- -An Anno tated Bibliography (NIMH, 1978).
a review of the literature

That publication contains

with over 1,000 entries covering

the period from 1965 to 1975.

Some of the special problems

facing the field of mental health administration are presented in the introduction to that bibliography.
The mental health field, once a relatively simple "cottage industry," has now become a hugh complex expending

nearly $20 billion a year, and employing % million
people in some 5,000 organizations.

This growth in size

and complexity has made the lives of mental health ad-

ministrators substantially more difficult.

Changes in

the mental health field--such as deinstitutionalization,

funding
demands for accountability, consumerism, and

13

uncertainty

have added to their burdens

.

No wonder

that interest in (if not sophistication about) mental

health administration has escalated rapidly.

It appears

to represent both a search for the resolution of severe

organizational problems and a striving for professional,
or perhaps personal, survival.

Unfortunately, the difficulties have outstripped the

capacity of directors of community mental health centers,

state departments of mental health, psychiatric

hospitals, and others to deal with them.

Knowledge of

mental health administration, barely adequate in the
"horse and buggy" days of mental health, has not kept
up with the changes in the field.

.

.

.

The difference between what mental health administrators

know and what they should know is, of course, the result
of many factors--few training programs in mental health

administration; the lack of standards governing employ-

ment in the field; the negative image of mental health

administration still held by mental health professionals
and the like.

Another major factor.

.

.

is the much too casual rela-

tionship between the practice of mental health adminis-

which
tration and the expanding field of knowledge on
gap between
it is, or at least should be, based--the

what we do and what we know (or should know).

(p

.

D
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A review of the bibliography indicated that only two of
the articles involved multiple interviews with current admin-

istrators in mental health service programs (Pattison, 1974;
Silber & Burton, 1971)!

Nearly all of the entries cite an^^-

dotal data or speculative conclusions and recommendations to
the field based on one or two people's thoughts or experiences.
It seems that virtually nobody has surveyed administrators!

Consider, for example, the training needs of mental health

administrators.

Numerous authors suggest various curricula

for training mental health administrators (Alt & Mailick,
1971; Feldman,

1974; Neugarten,

1975).

Several authors sug-

gest various models of teaching mental health administration
such as the case method (Spraugue, Sheldon & McLaughlin, 1973),
the establishment of an Institute for Administrative Studies

(Levy

6c

Bernthal, 1967), training as part of a master's in

business administration curriculum (Dorsey, 1973), and special administrative training during residency for psychia-

trists (Foley, 1973).

Still others suggest methods by which

training in mental health administration can be evaluated
(Austin, 1975).

Even with all of these articles, apparently

no one has asked mental health administrators what training
perthey have had in mental health administration, what they
to
ceive as their training needs, and what are the barriers

their getting trained.

Very basic information is lacking.

information.
This study is designed to collect some of that

15

The reader may find several articles in the area of par-

ticular interest.

Dolgoff (1975) discusses several issues of

mental health administration in a hospital setting, while

Franklin and Kittridge (1975) discuss issues (particularly
organizational problems) of administrating community-based

mental health services.

Both Pattison (1974) and Beigel

(1975) discuss the particular problem of the psychiatrist

administrator.

Miller and Wilier (1977) propose a format

for administrative decision-making designed for use in a var-

iety of mental health service settings.

The remainder of

the literature review is focused upon rural issues and is or-

ganized in terms of definitions, rural culture and values,

mental health problems in rural areas, rural community mental health centers,

specific problems in rural mental health,

and a discussion of various government programs in rural areas.

Defining Rural America

Background
A definition of rurality can be approached from many

perspectives.

Recognizing the need for consistency yet ac-

knowledging the limitations imposed by a single perspective,
rural areas are defined in this dissertation as:
.

a catchment area that is outside a standard met-

ropolitan statistical area, and consisting only of

16

counties in which more than 50% of the 1970 population
lived in communities of 2,500 or less (Department of
Health, Education and V^elfare, National Institute of

Mental Health, 1973)

.

The "catchment area" concept has been adopted throughout
the country as a basic framework for mental health planning

and requires some explanation.

Basically, the term was orig-

inally borrowed by mental health from the field of public

health where it was utilized to describe a specific geographic area for the purpose of waste disposal.

Translated by

mental health planners, it refers to a defined geographic
area for which a unified and comprehensive system of mental

health services is provided, and for which a single individual
or group can be identified as accountable for services to meet
the mental health needs of that specific area.

For mental

health purposes, the concept was formalized in the original
Community Mental Health Centers (CMHC) Act of 1963

.

A more

complete description of federal programs can be found later
in this chapter.

In essence, a catchment area usually con-

tains between 75,000 and 200,000 people

and is constructed

to take into consideration such factors as geography,

cultur-

al groupings and transportation patterns.

Recognizing that the purpose of this study is limited
considerto rural characteristics critical to mental health
presented.
ations, many characteristics of rural areas are not

(Department
However, much additional information is available
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of Agriculture, 1971; and Derr, 1973).

Demographic Data
The most comprehensive single source of broad-based demo-

graphic information on rural areas is presented by the United
States Department of Agriculture (1971).

That information,

based on the most current census (1970)

indicates that the

,

population of rural America is somewhat larger than it was
fifty years ago.

Approximately 54 million people currently

live in rural areas as compared to 52 million in 1920.

It

should be noted that during that time, the nation's total

population has doubled and urban populations have tripled.
Clearly, the rate of rural growth is far slower than the

growth of other areas.

At present, residents of rural areas

constitute 25% of the nation's total population and occupy
907o

of the land.

Important changes in rural areas have occurred in the
past 50 years.

The proportion of rural land utilized for

farming has decreased, and some migration to rural areas has

occurred as a result of three factors according to the Department of Agriculture.

First, for a variety of reasons,

many urban industries have relocated in rural areas.

A fas-

rural
cinating description of the impact of rapid growth in

compiled
areas is found in two case studies of "boomtowns"

by Brown (1977).

exSecond, improved mobility has enabled

and urban areas
panded commuting from rural areas to suburban
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Third, an increasing number of retiring individuals and fam-

ilies are moving to rural areas

This writer has observed a fourth factor not discussed
in the Department of Agriculture materials or other articles.

Beginning in the 1960's, the nation saw the emergence of

a

"return to the earth" philosophy in a large number of reasonably well-educated, counter-culture, urban and suburban-reared,
young people.

Although the numbers of such new immigrants to

rural areas may not be nationally significant, the impact of
their presence in many rural communities is substantial.

In

most cases, this group has brought with them value systems,
educational backgrounds, life styles, religions, and life ex-

periences that are significantly different from most indigenous rural people.

The resulting turmoil and value conflict

creates an environment potentially conducive to the emergence
of mental health problems

In addition, examining the data on individuals who have

moved from urban to rural areas, one finds interesting racial
differences.

Approximately

247o

of the white population and

moved
11% of the black population living in rural areas have
there from urban areas (United States Department of Agriculture,

1971).

Health Data
care in
Department of Agriculture (1971) data on health

rural areas provides some dramatic contrasts.

In 1969,

there
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were 500,000 people living in 134 counties without
cian.

a physi-

This represents 36 more counties than in 1963.

On

the average, rural counties have about as many general prac-

titioners in proportion to their population as more densely

populated counties.

However, these physicians tend to be

somewhat older, far more overburdened and run a high risk of

not being replaced when they die, retire or move away.

Dif-

ferences in the availability of specialists in rural areas,

when compared with other areas, are frightening.
approximately
counties.

8

There are

specialists per thousand people in rural

There are 45 per thousand in semi-rural counties,

95 per thousand in small metropolitan counties,

and 137 per

thousand in large metropolitan areas
The health status of individuals in rural areas makes
the problem even more acute.

The Department of Agriculture

reports that the proportion of persons with activity -limiting

chronic health conditions (heart conditions

,

arthritis

hypertension, visual and orthopedic impairment) increases

with degree of rurality.

The Department of Health, Educa-

tion and Welfare (H.E.W.)

(1976) also reports that on a more

global assessment of well-being (the National Health Survey)
likely to
that residents of non-metropolitan areas were less

report their health status as ’’excellent" or "good"

likely to report their health status as "fair" or

and more

poor

.

lost reAnother H.E.W. study (1973) found that work days
degree of rurality
sulting from health problems increases with
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The rural health scene represents, in effect, a vicious

cycle--sicker people with fewer health services.

The possi-

bility then increases that those seeking mental health services will also have health problems of some type.

This fac-

tor clearly points to the need of integrating health and mental health services in rural areas.

the problems inherent in,

by Ritenis (1976)

.

The necessity for, and

such an integration are described

Two additional documents- -Wilson (1971)

and the American Medical Association (1976) --should be noted
as good sources for general overview material on the status

of health care delivery in rural areas.

Heterogeneity

One must resist strongly the temptation to view rural

areas as homogeneous.

Repeated pleas are presented in the

literature for recognition of the heterogeneous nature of
rural areas (Hassinger, 1976; Huessy, 1972; Wagenfeld, 1977).
Dr.

Morton Wagenfeld, currently one of the nation's leading

figures in rural mental health, expressed this concern well:
rural America encompasses whites in such diverse
areas as Appalachia and Martha's Vineyard in

Massachusetts.

Chicanos and native Americans in the

in the
West and Southwest, and both whites and blacks
These are groups with widely disparate values

South.

and heritages.
is:

Perhaps their only common denominator

rurality and poverty are largely coterminous,

(p

.

8)
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There is, however, a danger if one swings to the other
end of the spectrum and adopts the position that rural areas
are so divergent that no generalizations can be made.

It

would follow that general data on rural issues would then
be invalid and, therefore, useless
To move to either end of the homogeneity-heterogeneity

spectrum does an injustice to the design and administration
To maximally benefit the field,

task.

some general data on

the nature of rural areas, their people, their problems, and

their assets must be accumulated.

Yet the task of the de-

signer and administrator mandates that the particular charac-

teristics of any rural area must be carefully studied and

programs mounted that are appropriate to the locality.

Jeffery and Reeve (1978) describe the need to carefully examine the social, cultural and political systems operating
in rural areas

Rural Culture and Values

Values

Noting the preceding, it seems appropriate to see if
there are general cultural and value characteristics in

rural areas that are relevant to mental health services

Wagenfeld (1977)

,

on the basis of his own research and an

analysis of other research on rural values, has isolated
generally
several common values or groups of values that
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apply to individuals in rural areas.

For the purpose of his

research, the following definition is utilized:

"Values are

culturally held definitions of reality--what is right and
proper

the nature of human relationships and the relation-

,

ship of man to nature" (p

.

10).

The values or groups of

values identified are as follows:
1.

The tendency to emphasize man's subjugation to nature;

2.

Fatalism;

3.

A present-time orientation;

4.

Orientation to concrete places and things;

5.

A view of human nature as basically evil;

6.

Human activity as being rather than doing;

7

Human relationships have their basis in personal

.

and kinship ties

Behavior that is determined on the basis of such values has

major implications for the organization and administration
of human services.

Wagenfeld states:

If the population to be serviced values stress and en-

courages political apathy, mistrust of government, outsiders, authority figures, and if one's loyalty does

not extend beyond one's kinship group, then it is dif-

ficult to see how community organization efforts or
attempts to change existing institutions in a more sal-

utory direction can succeed,

(p

.

12)
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The behavioral manifestations of these values have enormous

implications for mental health service design and administration.

The values identified are extremely consistent with the

political history and agrarian nature of rural areas.

One's

first impulse might be to view such values as undesirable
and targets for change.

Their connotative meaning is nega-

tive to many who are more urban-oriented
be examined very closely.

.

However, they must

In an agrarian environment, is it

inaccurate to perceive one's self as being very much at the

mercy of natural forces?

The perception of nature's subjec-

tion to man is a product of industrialization--clearly foreign
to most rural areas
Dr. Milton Mazer

(1976) has presented a fascinating in-

depth look at life and mental health services on Martha's

Vineyard in Massachusetts.

He discusses the man-nature con-

trol issue:
In the man-nature context, one of the values dominant
in contemporary America is that man can acquire power

over nature.

We dam our streams to harness their waters,

we transplant organs from one man to another

;

and we

confidently expect to modify, if not control, the weather.
to accept
The islanders, on the contrary, is more inclined

least hope to
and enjoy his subjugation to nature or at

live in harmony with her.

Today, island fishermen

derisively
boast that they cannot swim--an activity
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considered as amusement by summer folk.

They recognize

that the sea is great and that their boats are small;
and that if they chance into a great storm, they will

simply be meeting their inexorable fate.

.

.

.

When

high winds and tides cause the ferry to remain in the
harbor at Woods Hole, cutting the islander off from the
mainland, he does not rail either against the sea or at
the men who man the ships, as his summer visitors often
do,

for he has long been persuaded that in such a strug-

gle, nature always wins.

(p

.

45)

The political history of rural areas has involved the

movement of rural resources to more urban areas.
the paper,

The food,

the water, etc. have historically been produced

by the rural areas to serve the cities.

Rural areas have

also been forced to give up their young to urban areas for

education and jobs.
tion.

Few resources move in the other direc-

Is it then surprising that rural values include per-

ception of human nature as basically evil, valuing kinship
ties and having an orientation to concrete places and things?

The mental health administrator must appreciate the

valid basis for rural values and resist viewing them, as
often happens, as symptoms of pathology.

In fact,

these

values might well be factors that prevent pathology, and
thus might be the very factors to be encouraged by mental

health practitioners.
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Attitudes and Barriers to Tr e a tmen
The field of mental health as a whole has had difficulty

becoming legitimated in American society.

When concepts of

mental health and services to mentally healthy and ill people

meet head on with the often conflicting rural culture and
values, frequently major problems occur and monumental chal-

lenges are presented.

Wagenfeld (1977) notes that there may

be three major problems in the area of services development.
The values of self-reliance may prohibit seeking

1.

or accepting help
2.

The social structure of the community may impede

the establishment of mental health service systems.
3

vant

.

The nature of the services provided may be irrele-

.

On the latter point, Wagenfeld states:

The model of mental health services delivery in this

country is essentially based on a white, affluent and
•Q]-ban

clientele.

Mental health services in rural, in

ner city and non-white areas are simply irrelevant and

inappropriate to the needs of the clients

.

(p

.

6)

discussed
Other cultural barriers to service have been
mental health
(Wedel, 1969), and include the observation that
terms, thus places adis often seen in exclusively medical

practitioners.
ditional burdens upon the non-medical

This
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view of mental health can also be used as a positive factor.
The perception of mental health in medical terms provides
the opportunity to utilize the family doctor as a primary

provider of mental health services.

Morrison (1976) describes

his work as a psychologist providing services while based in
a pediatrician’s office in a rural area.

Experience would in-

dicate that health and mental health cannot and should not
be as separate in rural areas as they are in many urban settings.

Both rural values and fewer resources mitigate against

such separation.

In addition, formalized public mental health

services may be the first professional and public agency in
a community.

That community might well be hostile toward

public services.

Exclusive of specific mental health concerns,

a

rural

community may find its value system in constant turmoil.
Mazer (1976) states of the Martha’s Vineyard population:
The assumptions which guide their lives are challenged

daily by what they see on television and read in the

newspapers which reach the island.
tant,

Perhaps more impor-

their assumptions about life are challenged mas-

sively each summer when their values come into conflict

with those of their summer visitors, who are many times
their number.

(p

.

41)

many rural recOne might expect to find this phenomenon in
surroundreational areas such as ski resorts and communities
ing state and national parks
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As noted earlier,

there has been an influx of educated,

counter-culture, urban and suburban-reared youth into many
rural communities.

Certainly, the opportunity for value and

role expectation conflict is high in these circumstances.

Although little has been written that specifically addresses
this value conflict, experience would indicate that this is
a major source of concern for some communities.

ity,

In actual-

the values of nonfatalism, future-time orientation,

and the rejection of kinship ties may be the very values
that enabled these youth to seek rural areas and abandon ur-

ban environments
The literature seems to indicate that rural people in-

deed have somewhat unique views of mental health and mental

health services.

Gurin (1960) embarked on an extensive study

of urban versus rural perceptions of mental health services

He found a strong difference by degree of urbanization in

willingness to define certain problems in mental health
terms

(317o

in metropolitan areas, 20% in rural areas).

He

found similar differences in what he called "readiness for
self -ref erral" (i.e., willingness to seek help for emotional

problems)

.

Twenty percent of the metropolitan group had

sought help compared to 9% in rural areas

.

When looking at

that group that had not sought help, 11% in the rural sample

and 3% in the metropolitan sample indicated that they did
not think it would help.
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One must question whether this result can more accurately be attributed to the lack of availability or accessibility

of services in rural areas

be a factor.

,

or perhaps lack of education may

If indeed lack of education is positively cor-

related with inability to utilize services, it would seem

appropriate for the mental health system to make special efforts to work with school systems in rural areas.
et al

.

Hollister

(1973c) describes the importance of working closely

with schools in rural areas and discusses strategies to successful involvement.

Gurin also theorizes two sets of variables involved in
the decision to seek mental health help.

These are "psycho-

logical" and "facilitating".

While psychological factors point toward use of help as
desirable

,

facilitating factors point toward the use of

help as available or accessible.

If help seeking is

seen as a process, than the first step is in the defi-

nition of a particular problem as within the realm of
mental health disorder or illness.

Here, culturally-

held beliefs about what is proper or improper are paramount.

Having decided that something is a mental health

problem, the next decision is whether or not to seek
help.

If the decision is made to seek help,

step is where to get help.

the third

In the latter two steps

while value may be involved, it is more likely that
structural considerations are more important.

(p

.

56)
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ting study was conductad by Bantz

,

Edgarton

and Hollister (1971) that selected leaders in several rural

North Carolina communities and developed a questionnaire to
elicit perceptions of mental health and mental illness.

results were surprising.

The

Pessimism for cure (i.e., that

those who would be treated would not get good results) oc-

curred less frequently than expected.

Second, there were

practically no negative feelings toward mental hospitals or
psychiatrists.

One has to question the validity of this

second finding.

Replication certainly seems warranted be-

fore validity can be even considered.

Third,

surprisingly

few said that they would refer persons with emotional problems to a minister.

Given the major role of religion and

the church in many rural areas, this result is surprising,

and is illustrative of the need to look at the specific char-

acteristics of the population to be served.
In another study, Bentz and Edgerton (1971) reviewed

earlier studies of the effect of labeling someone "mentally
ill".

Early studies indicate that such labeling fosters re-

jection and unwillingness to interact.

Bentz and Edgerton

tested the effects of such labeling in several rural towns
in North Carolina and Virginia.

The results were not clear-

ly conclusive, but did point to the refutiation of earlier

studies and indicated greater acceptance of the mentally ill
and of labeling.

Because of the study design, it was not

possible to conclude that the result was a rural phenomenon
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change over time in perception of mental illness.
Part of the problem in delivery of mental health services
in rural areas seems to be in the nature of the services them-

selves.

Frequently, the expectations of the provider and the

consumer are different.

While traditional mental health ser-

vices have focused on psycho dynamics

want relief from specific problems.

,

rural people seem to

Mazer (1976) states:

The people on the island and other rural communities

come for treatment for specific symptoms:

depression,

anxiety, phobic reactions, alcoholism, and occasionally

behavior and learning difficulties in their children.
They seek relief of symptoms, not passports to rich and

creative life; and they are content with as much relief
as they can get in the briefest time possible.

Oriented

as they are to the here-and-now and the practical,

expect not magic but a little help.

(p

.

they

223)

Prince (1969) focuses upon the high correlation between

poverty and rurality, and the difficulty of serving these
groups by utilizing traditional therapies.

He indicates

that traditional psychotherapy takes time.

Frequently, this

is not acceptable to the rural poor because of their "here-

and-now" time orientation and needs for immediate gratification.

In addition,

they tend to want a therapist to be

authoritarian and highly directive which is clearly antithetical to much psychotherapeutic training.

A final point
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of dysfunction is the heavy reliance of traditional
therapies
l3.nguage

.

Acceptability is diminished because the rural

poor are often less verbal and more concrete.
Again, findings such as this have major implication
for the designer/administrator.

The desire among clinicians

to change the rural poor rather than to modify traditional

therapeutic orientations may be great.

A major and difficult

job of the administrator is to select staff that are clinic-

ally well-trained

,

yet confident enough of their own abili-

ties to not over-rely on techniques that may not apply to

rural areas
Others (Wedel, 1969) note that the criteria for "success" in therapy may be different for the therapist and the

community:

"It may take some interpretation for the commun-

ity to see that counseling which results in a couple deciding
to obtain a divorce may be a valid use of the service (p

.

439).

Critical to understanding rural mental health is the

realization that all communities have had their own ways of
dealing with mental illness long before "mental healthers"
came upon the scene.

It would seem critical to the develop-

ment and delivery of mental health services to carefully
assess these patterns, and to supplement the existing sup-

port system (perhaps with some modification on the part of
all parties) rather than establish a potentially competitive

situation in which the mental health professional runs a

very high risk of failure.
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A key task of the designer or administrator is to maximize the relationship between formal and informal support
systems, and to recognize the validity of the community's own

coping patterns.

The citation above is a particularly good

example of potential value conflicts between a community and
a therapist who, more often than not,

is not indigenous.

The divorce decision (perhaps encouraged by the therapist)
is based upon the values and beliefs in nonfatalism, control

over one's own destiny and epitomizes the collapse of kinship
The decision to act upon those values and beliefs not

ties.

only represents a major personal shift but also, in effect,
is a rejection of the values of one's community.

The mental

health system may well, in cases such as this (partially because it is staffed by "outsiders")

,

be blamed not only for

the individual family break up but also for an attack upon

the community's value system.

Natural Helpers

Given this context, a look at natural helpers and natural
helping systems is imperative.
et al.

(1973b)

Wagenfeld (1977) and Hollister

stress the importance of maximizing the util-

ization of natural helpers.

They indicate that people in

a caterural areas might very well reject mental illness as

professiongory and be extremely suspicious of mental health
seek
Because of their unwillingness or inability to
on their part
"outside" help, there could exist a preference

als.
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to utilize naturalistic or folk healers.

They indicate that

these individuals can be exceptionally valuable because they
are part of the culture (where the mental health professional is frequently not) and, therefore, share the same belief

and value system.
In rural Vermont (Huessy, Marshall, Lincoln,
1969)

6c

Finan,

the local community mental health center conducted a

,

telephone survey to ask residents who they turned to in time
of crisis.

A large proportion of the residents indicated

that they sought assistance from former nurses who had stopped

working and were raising families.

They then recruited one

such nurse in each town and offered them a small stipend
($100 per month)

,

an inservice training program and partial

payment for their telephone.

They thus established a com-

plete crisis intervention program and back-up system for the
center.

The program was enthusiastically received by the

nurses
It would appear that much additional use could be made

of the family physician (Peason, 1969; Cathell
1966)

,

Stratus,

since he is frequently a major first contact for psy-

chiatric patients.
t;£ 2r

6c

In most cases,

often have been in the home

,

they know the family bet-

and know the relationship

between the patient and others in the community.

In addi-

local
tion, because of the nature of many rural areas, the

system
physician may be a key figure in the informal support
role in church
of the community where he may play a prominent
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activities; may be a relative of several of the area people;
and has an immediate family who may be involved in other social, recreational and vocational areas.

In another Vermont program (Huessy, 1966), mental health

professionals were available by telephone to all physicians
in a sparsely populated area.

On occasion, they visited

with the local doctor and his patient but never agreed to
take over the case from the doctor

.

They found that the

local physicians and their patients had very stereotyped ex-

pectations of mental health professionals.

The result, fol-

lowing modifications of expectations, was the local physician's increased ability to treat more psychiatric patients

more effectively.

A similar program has been developed in

three counties in Minnesota (Kiesler, 1965) utilizing other
care givers (including the county agricultural extension
agent) in addition to the general practitioners

The recognition of the special attributes of specific

cultural and ethnic groups is highly important.

Stemming

from his work with American Indians and Eskimos, Fuller

Torrey (1970) suggests that providers of mental health services begin with the assumption that mental health services

already exist, and that they have been at least partially
effective.

He suggests that rather than attempting to sup-

providers
plant the native healer, that mental health service
education
work cooperatively with them through consultation,
suggestion
Dr. Torrey seems to provide the only
and planning.
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in the literature that all direct treatment be left to
"in-

digenous therapists."

He feels that this is desirable be-

cause they are part of the culture and already have social

sanction for their activities.

Kahn and Delk (1974) also de-

scribe the establishment of community mental health services
on an Indian reservation, and the importance of being familiar with the culture.

The importance of understanding cultural beliefs is dem-

onstrated in
907o

a study by Padilla and Aranda

in which

(1973)

of Anglo psychiatric residents polled associated "hear-

ing voices" as an indication of psychopathology.

Only

167,

of Mexican-American high school students surveyed made that

association.

In that particular subculture, "hearing voices"

is commonly associated

with a religious calling and is high-

ly questionable as an indicator of psychopathology.

Incidence of Mental Health Problems
in Rural Areas

Seemingly conflicting information exists regarding the
incidences of mental illness in rural areas particularly

when compared to urban areas

.

can now clearly be eliminated.

It would appear that one myth

Rural areas are not tran-

quil, pathology-f ree lands of milk and honey as they are

frequently portrayed.

No study could be found that would

indicate lower incidence rates in rural areas.

At best.
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ban and rural, and some would assert that incidence rates
are higher in rural areas.

Until twenty years ago, myths about rural areas have

guided state and national mental health service policy.
This nation's first concerted attempt to cope with the men-

tally ill came as a result of Dorthea Dix and her activities
on behalf of the mentally ill.

Her eventually realized dream

was a comprehensive system of state mental hospitals located

primarily in rural areas.

It was her impression that sub-

stantial therapeutic progress could be made by providing a

rural environment where patients could breath clean air,
drink pure water and be removed from the noise, turmoil and

pathology producing pace of the nation's cities.
appears those assumptions are not accurate.

But it

The review of

the literature in this area indicates that rural areas have
at least the same magnitude of mental health problems as

other areas
Several comprehensive studies have been undertaken to

identify urban and rural differences in incidence and types
of pathology.

Dr. Leo Srole

(

1977 ), Director, Midtown

Manhattan Study, addressed the Annual Meeting of the American
Psychiatric Association in May of 1977 and spoke of higher
rates of pathology in rural areas

.

He presented unpublished

data from both the National Center for Health Statistics
Scotia using
(data 15 years old) and a study of rural Nova
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the Midtown Manhattan 22-item scale.

He cited a statistical-

ly significant higher rate of incidence in that rural area.
Siimmers

(1971), using the same scale, found essentially the

same rate as New York City when compared with both farm towns

and open country in the Midwest.

Adams and Wagenfeld (1973)

found no statistical differences using the same scale in
rural communities in Michigan.
Three rural North Carolina counties were studied using
a different survey instrument

1970)

.

The study found that

ing good mental health.

(Edgertown, Bentz and Ho-lister,
767o

scored in the range indicat-

Fourteen percent indicated "border-

line" or "probable psychiatric disorder"; and

clear psychiatric disorder.
is quite interesting.

107,

indicated

A further analysis of that data

There was a slight difference between

"small town" and "rural" with rural scoring higher (high score

indicating more pathology)

.

There was a strong positive cor-

relation between age and higher score (the age range was 2069)

.

Widowed, divorced and single people scored significant-

ly higher than married;

the higher the socioeconomic status,

the lower the score.

A very early study (Lentz, 1956) showed no differential

incidence with the exception of juvenile delinquency which
was lower in rural areas

.

The author indicates an upward

trend with increased availability of automobiles that expands
activities
the ability of the youths to engage in delinquent
in communities where one is not known.

It should also be
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noted that there was an absence of disorganized poor families
in the areas studied.

A Kentucky study (Looff, 1969) found a higher incidence
of both developmental problems and adjustment reactions in ur-

ban child psychiatric clinics.

The researcher also found, in

the rural groups, markedly interdependent families with strong

family orientation.

This study related a higher incidence of

dependency related psychiatric symptoms (e.g., acute and
chronic school phobia) in the rural group of children.

Another study (Herjanic, 1972) compared urban and rural
children in a child mental health clinic population.

The

children were from both St. Louis and rural Missouri, and
the study was retrospective.

Both groups consisted primar-

ily of boys with school problems

.

They were from the lower

socioeconomic levels; were over-represented with respect to

broken homes; and showed a greater incidence of family psychiatric history than the general population.

The city group

had a greater diversity of referral sources and had a greater
chance of being hospitalized.

The rural group was most like-

ly referred through the schools, and would receive whatever

services through educational facilities rather than a hospital.

The study indicated that where psychiatric services

were available in rural areas, they were used as much as in
urban areas.

A recent study (Lloyd-Still & Martin, 1976)

of child abuse found similar patterns in rural areas when

comparing them with urban and suburban areas.
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A comprehensive review of studies of incidence rates
throughout the world was conducted by Dohrenweld (1965)

He

.

found studies that point to age, sex, race, socioeconomic
status, and marital status as having significant relation-

ships with psychopathology.

not found.
age,

Urban-rural differences were

The findings were inconsistent with regard to

sex and race.

Fourteen of 18 studies that looked at

socioeconomic status found positive correlation.

Three of

the four remaining studies found the higher rates of pathol-

ogy in the middle socioeconomic range.

Leighton, Leighton

and Armstrong (1964) effectively summarized when they state:

"Economic status and quality of social organization seems to

play a larger role in producing differing incidences of psychiatric disorder than the urban-rural dichotomy."

(p

.

82)

Again, the implications of the incidence data, particu-

larly for planning are great.

For example, rather than fo-

cusing upon state hospital admissions, community questionnaires, etc. for the basic sources of needs assessment, per-

haps the planner should concentrate upon evaluating economic
status and trends in the community, the stability of social

organization, the quality of the educational system, etc.

Factors such as these may provide the most valid information

regarding the need for and patterns of mental health service
It should,

in addition, be noted that various special

populations have particular problems by virtue of living in
rural areas.

Ginsberg (1976) discusses the special problems
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of the elderly in rural areas, such as access and health
care;

social isolation and poverty.

Elizabeth Kutzke (1978),

Director, National Center for the Prevention and Control of
Rape, NIMH,

states that rape victims in rural areas are fre-

quently ignored and under-served.

Characteristics of Rural Community
Mental Health Centers

Background
It is difficult to look at rural community mental health

without a brief history of more generic community mental
health.

As mentioned previously, prior to the early 1960's,

state mental hospitals had a virtual monopoly on public mental health services, particularly in rural areas.

Aggravat-

ing the situation was the extreme sparsity of private psy-

chiatric practitioners in these areas.

Primarily as a result

of the Report of the Joint Commission on Mental Illness and

Health in 1960, efforts began to develop a system of mental

health care to be provided as close as possible to where
people live.
The first major piece of federal legislation, generated
as part of President John Kennedy’s ’’bold new approach

mental health services
ter Act of 1963.

,

to

was the Community Mental Health Cen-

That act provided federal funds to help
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construct and staff local community mental health programs.
Congress has amended that legislation eight times.

The most

major revision came in July of 1975 with the passage of PL
94~63

Earlier legislation required five essential services

.

(inpatient, outpatient, partial hospitalization, emergency

services, and consultation and education services), and did

not address, in any major way, the governance of the programs.
The passage of PL 94-63 brought several additional grant cat-

egories and greatly expanded service requirements.

In addi-

tion to the previous five, comprehensive services to children
and the elderly, drug abuse and alcoholism, prescreening and

follow-up services for state hospital patients, and a system
of transitional living arrangements are now required.

Commun-

ity Mental Health Centers (CMHC’s) must now be governed by
a

board composed of more than

507o

non-providers of health

The most recent revision (very minor, PL 95-84) came

care.

in July of 1977.

Currently, there are approximately 600 fed-

erally-funded CMHC's.

Slightly more than 200 serve rural

areas
One of the major problems in discussing rural community

mental health is the absence of comprehensive data.

Data

can be provided for those CMHC's receiving federal funds;
a
but there is no mechanism for gathering national data on

larger number of rural programs that are not federally supported.
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Catchment Area Characteristics

Recognizing the limitations and possible bias of the
data, a look at what is happening in federally funded com-

munity mental health centers is interesting.

The following

table--Table 1- -comes from the Survey and Reports Branch at
the National Institute of Mental Health (Bachrach, 1971a)

Critical differences by degree of rurality were not
found in such areas as types of patient care episodes (inpatient, outpatient, etc.).

Some conclusions that can be

drawn from the above data are that rural centers see more

people from the immediate area, rural case loads are lower
than others, and fewer patient care episodes occur.

Rural

centers do not heavily utilize inpatient services available;
and when they do, patients tend to stay for shorter periods
of time.

Bloomberg (1973) describes many of the problems

of developing inpatient psychiatric services in rural general

hospitals
Perhaps the low utilization of beds is a result of fewer

psychiatrists.
to be needed.

As more psychiatrists appear, more beds seem
As a result,

the rural planner may need to

plan for fewer inpatient beds than would be needed in more
urban areas
Data on the type of staff employed by rural centers do
centers.
not show major difference when compared to non-rural
significantly
The single exception being that rural centers have
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Table

1

Selected Catchment Area Characteristics
and Utilization Indices by Degree of Rurality

Characteristics
and Indices

All
Centers

Non
Rural

Part
Rural

Rural

Average catchment area pop

148,214

166,890

131,682

108,015

887o

857o

93.17o

94

2,229

2,769

1,698

1,530

2,755

3,351

2,015

1,771

Inpatient care

430

566

237

263

Partial care

159

198

106

106

2,127

2,527

1,657

1,398

17.3

17.7

18.1

12.3

657c

397o

237c

Average percentage of patients
receiving care
residing within
the catchment
area
Average annual
caseload per
CMHC

.

57o

Average number
of patient episodes per center
All types of
care

Outpatient
care

Average days per
inpatient case
episodes per CMHC
Average percent
of inpatient bed
occupancy

537o
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fewer psychiatrists.

Again, a more substantial role for the

local family doctor seems indicated.
^^^3.1 centers tend to

utilize a much higher proportion

of part-time staff than do non-rural centers.

Hollister et al

(1973d) discusses at length the difficulties of utilizing

part-time and commuting professionals.

These staff tend to

be less interested in overall agency goals, and are frequent-

ly not available when emergency situations develop

Patient Characteristics

When analyzing the data on the types of patients in rural
centers (Bachrach, 1971b)

,

one finds insignificant differences

in such characteristics as age distribution, sex and income.

Rural centers do tend to see less educated people than their

urban counterparts.
A breakdown of patient load by diagnosis shows, in
Table

2,

some interesting differences.

As one can see, the

only major differences by diagnosis indicates the rural centers see more retarded persons than non-rural centers; and

they see fewer behavior disorders of childhood and adoles-

cence and far fewer drug disorders

Fiscal Factors

A final general observation (Bachrach, 1971b) is that
rural centers tend to be newer and funded at lower levels

\
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Table

2

Percent Distributions of Additions
to Federally Funded CMHC
by Primary
Diagnosis and Degree of Rurality
'

Primary Diagnosis
All diagnosis

All
Centers

100.0%

Non
Rural

Part
Rural

Rural

100.0%

100.0%

100.0%

Mental retardation

4.6

2.5

7 .4

12.0

Organic brain syndrome

3.0

2.4

4.1

4.3

Schizophrenia

15.8

17.2

12.8

15.8

Affective and depressive disorders

18.4

18.8

17.9

16.7

Other psychotic
disorders

2.2

2.4

1.9

1.7

Alcohol disorders

9.1

10.7

5.6

8.3

Drug disorders

4.5

5.8

2.0

1.8

Behavior disorder
of childhood
and adolescence

13.1

12.9

14.5

9.6

All others

29.3

27.3

33.8

29.8
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than non-rural centers
t3-l

.

Over

907o

of the rural community men-

health centers are in federally designated poverty areas.

They are more heavily dependent than urban centers on various non-federal sources of government support.

Rural centers

collect only 13% of their income from receipts for services

while non-rural centers derive 25% of their income from these
sources

Administrators in rural areas must be able to establish
and operate programs on a more limited fiscal scale than

their more urban counterparts.

Bentz et al

.

(1973) notes

that poverty and low tax bases frequently preclude the launching of expensive and extensive programs.

In another (Hollister

1973a) publication, several suggestions for developing and

operating rural programs on a small budget are presented.
Rural CMHC's have difficulty generating patient fees.
The York County Counseling Center (Kane, 1978) in Saco, Maine,

has attempted to maximize patient fees through a ’’financial

counseling” service.

In this program, the patient’s finan-

cial situation is explored with a financial counselor and a
fee is set.

A schedule of payment is then devised with the

period of payment frequently extending beyond the termination of active treatment.
plan.

In effect,

it is a time-payment

Patients appear to have responded well, and collec-

tions have improved markedly.

Some CMHC’s are currently ex-

perimenting with the utilization of major credit cards.
throughout
Since the patterns of purchasing goods and services
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the country have changed in this direction, it seems
reason-

able to expect that methods of payment for mental health ser-

vices can also change.
As noted' earlier

,

one must be extremely careful in gen-

eralizing from the statistics used in this section.

They

apply only to federally funded CMHC's, and much of the data
was collected in 1971.

Unfortunately, broader-based and more

recent data is not available.

Selected Special Problems of Rural
Community Mental Health Centers

Manpower
Delivery of services in rural areas presents a unique
set of problems and challenges varying from geography to man-

power to finances.

An excellent summary of manpower issues,

as they relate to rural areas,

is presented by Bischoff

(1976).

Gertz, Meider and Pluckhan (1975) surveyed 215 employees of rural CMHC's to gain their perceptions of rural CMHC's

and gain their perceptions of rural mental health work.

The

staffs indicated that outpatient services were the most ef-

fective services.

They listed the following as skills re-

quired to work successfully in rural areas:

academic prepa-

ration; knowledge of community resources; bilingual skills;

ability to function independently; ability to work closely
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with the coimnunity

,

knowledge of rural politics

to community processes;

;

and cultural sensitivity.

the major problems as being in two areas:

and money.

sensitivity

Geography was also mentioned.

They per-

manpower

They indicated

that most of their inservice training was clinical.

This be-

comes important if one looks at the skills they say are needed

which are predominantly nonclinical.
Wagenfeld, Robin and Jones (1974) completed a study on
rural staff role perceptions.
CMHC

'

s

They found that staff in rural

exhibited the strongest endorsement of the ideology

of community mental health, had the broadest conceptualiza-

tion of community role, and were most likely to view their
CMHC as closer to a social agency than to the medical facility end of the spectrum.

In addition, they showed the lowest

degree of discrepancy between organizational and personal
In that study, rural staff was compared to staff of

goals.

urban CMHC's.

Gurin (1971), in an earlier study, had found

conflicting data:
Staff of rural mental health centers, relative to
their urban counterparts, tends to reflect less sophis-

tication regarding the unique needs of the poor, and
less sensitivity to the barriers between the poor and
the traditional mental health services.

They are less

willing to address themselves to the need for community
involvement in making outreach efforts effective.
(p.

56)
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Recruiting and retaining needed staff in rural
areas
presents some unique problems. Recruiting psychiatrists
a major problem.

is

In one study (Department of Health, Educa-

tion and Welfare, NIMH, 1973), only 3% of American
Psychiatric

Association members indicated that they are practicing in
rural areas.

In a study of first year male medical students

(Liccione and McAllister, 1973)

,

those few students who showed

an orientation toward rural practice did so because of their

own rural origin, or, in even more cases, the rural origin
of their wives.

Wright (1976) summarized the problem well:

The "reluctance” of doctors is often ascribed to their

dissatisfaction with and rejection of "simple" rural
life.

However, their reluctance may actually be the

logical result of the role models and conditioning sup-

plied by today's standard medical education, and modified by the insecurities of

modem medical

practice.

The drift away from general practice- -which has been
the mainstay of rural medicine- -toward specialization

has been especially strong since World War II and the

establishment of family practice as an independent specialty has not stemmed the tide.

Physicians leaving

general practice cite professional isolation and over-

work as often as they cite community factors.

Recently

graduated physicians list an opportunity to join a desirable partnership or group practice as first among

other factors that affect their location decision;
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these decisions were usually made during the years of

house staff training when the physicians were most likely to be drawn to the specialty model.

(p

.

61)

Johnson and Haughton (1975) describe their program at

Dartmouth Medical School which utilized rural community hospitals to educate and train medical students and residents
(including psychiatrics)

.

Potentially, early exposure to

rural settings during training will result in more frequent

locations in rural settings following completion of training.

Manpower difficulties are not limited to physicians.

There

exists very real pressure upon all mental health practitioners in rural areas.

Dulaney and Woods (1975) describe the

dilemma resulting from being acquainted with patients prior
to when they become patients.

They stress the importance of

confidentiality, knowing oneself and the need to clarify one's

various roles in relation to the patient.
Wedel (1969) points out that many rural communities
have distinctive "musts" such as membership in a certain

church or participation in a certain recreational pursuit
that are necessary in order to be perceived as part of the

community
There is strong pressure, probably similar to that im-

posed upon a minister and a school teacher, to demonstrate that the staff member can actualize in his own
life that which he is advocating for his clients.

Thus,

community
staff members may feel pressure to leave the
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if they demonstrate they cannot manage their
own mar-

riage or their children at the community level of
expectation

.

To a considerable measure, residents of small communi-

ties have their acceptance of each other on the basis

of the personal rather than the occupational.

It should

not surprise mental health professionals that they too
are accepted or rejected on the same basis.

Some gaps

in professional competence can be forgiven (if not wel-

comed) if staff members are the kinds of people whom

you can "get along with."

(p.

438)

Wedel indicates that staff must, from the very first, give
evidence of being part of the community or they will be rel-

egated to the fringe.

The prospect of having one's entire

life under scrutiny is a factor mitigating against decisions

by mental health providers to settle in rural areas.

Some

would assert that minimal accountability is a factor that
causes many people to select mental health professions in
the first place.

Riggs and Krugel (1976) discuss their reactions in

transferring from a urban practice to a rural community mental health center.

Yet, very little could be found in the

literature relating to reasons for moving from urban to rural

work settings.

What are the professional and personal moti-

vations that draw practitioners (and administrators) to rural
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areas?

What implications do these factors have for
administrative and clinical practice?
Several observations are important to addressing
this
issue.

First, one could hypothesize that most professional

staff working in CMHC's are not indigenous to the area, and

indeed few have come from rural backgrounds.

Second, one

could also hypothesize that most who choose to move to and

from work in rural areas are motivated primarily by life
style concerns rather than for professional reasons.

Re-

search, although needed in this area, does not exist but will

be addressed in this study.

Geography

The impact of geography on service delivery cannot be

minimized.

Catchment areas are based upon population rather

than geographic space.

As a result, rural catchment areas

are usually large; roads are sometimes poor; and in most
cases, public transportation is totally lacking.

The es-

tablishment of satellite clinics has helped to reduce this
problem, but has created others.

Satellite clinics increase

the cost of providing service and present management problems

for center administration.

Having to travel long distances

places an additional financial burden on clients in terms
of such costs as work time lost

mobile operating costs.

to

child care fees and auto-

Particular hardships are placed on
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the very poor and elderly who may very well not have access
to automobiles

.

A good example of this problem is the

Aroostic Mental Health Service in northern Maine that has
a catchment area larger than the state of Massachusetts,

and delivers services out of ten satellite locations.

Frequently, lakes, mountain ranges, rivers, and islands

create very special problems.

The catchment area that ser-

vices northern New Hampshire is split by a mountain range.

Although creating some problems in the summer months

,

roads

crossing the range are frequently closed during the winter.

Milton Mazer (1976) presents

a splendid description of im-

pact of geography on the island of Martha's Vineyard in his

recent book. People and Predicaments

.

Probably the most widely used innovation has involved
the establishment and deployment of mobile teams to take ser-

vices to where people live.
is

A particularly good description

presented by Amyot and Messier (1973)

Two reports were

.

found (Gertz et al., 1975; Brush, Brown & Nelle, 1965) that

utilize private airplanes to transport multi-disciplinary
teams to remote areas
1970)

,

.

In Alaska (Koutsky

,

Bloom & Rollins

the service network was put together by utilizing two-

way radios

.

A local individual was given minimal training

in handling most common mental health problems.

Two-way

profesradio consultation was available by a mental health

sional when necessary.

This mechanism was supplemented by

flying to various
the mental health professional periodically
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communities to work with the contact person there.
It was surprising to find (Ebaugh & Lloyd,

1927)

that

the first documented traveling mental health team was
estab-

lished in 1927

.

A team, sponsored by the Department of Psy-

chiatry at the University of Colorado, and composed of one

psychiatrist and one psychologist, went on a once -per -month
basis to several isolated towns.

Most of their contacts

were public health nurses working in local health departments.

A more recent program in Kentucky utilized nurses

from local public health departments for case finding and
to facilitate referrals

(Marshall, 1970).

As stated pre-

viously, the need to effectively integrate health and mental

health is critical in rural areas.
Television appears to be opening up several new horizons
for rural mental health.

The Nebraska Psychiatric Institute

(United States Government, 1969) in Omaha is providing con-

sultation and teaching to the staff of an isolated state mental hospital via closed-circuit television.

In addition,

"visits" between relatives and patients via two-way television are arranged.

Dartmouth College in New Hampshire (Solow,

Weiss, Berger, Sanborn, & Chapman, 1970) uses closed-circuit

television for interviewing distant psychiatric patients.

It

allows the psychiatrist to interview patients via television
hookup.

They report that the system is very expensive but

can be utilized by all the medical specialties

.

Several

areas of potential utilization of existing technology, such
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as telecommunication, videotape and closed-circuit television,
is surveyed by Rockoff

(1977).

Partial hospitalization has traditionally been the most
difficult service to mount in rural areas primarily because
of cost and nonexistent public transportation.
(1969)

Hans Huessy

suggests increased utilization of nursing homes for

building in partial hospitalization, and describes

a success-

ful halfway house system with satellites that has

been par-

ticularly successful with chronic patients.

In order to make

partial hospitalization a meaningful and operative modality
in rural areas, the administrator must not only be cognizant
of clinical issues but become something of an expert in trans-

portation planning.

He should, if possible, be part of the

community planning process as it relates to new transportation systems; and he must be knowledgeable of a variety of

funding sources (e.g.. Department of Transportation) for

transportation of those receiving mental health services

Continuing Education

Provision of adequate inservice training and continuous staff education--an undisputed "must” for mental health

staff--is a particular problem for rural areas.
ing by other staff can only go so far.

Staff train-

At some point, it be-

comes necessary to import trainers and/or expert staff.

either case, the cost is substantially higher for rural

In
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csntsirs than for uirban.

This pirobisin is bacoining more acute

as more disciplines are requiring continuing education and

training as a requisite for retaining licensure.

Impact of Federal Programs Upon
Rural Community Mental Health

It would be neither possible or appropriate to describe

the impact of a great number of federal programs upon rural

areas.

One could endlessly speculate on the positive and

negative impact on rural life of such a federal program as
the Tennessee Valley Authority, various farm subsidity pro-

grams,

federally aided highway and dam construction programs,

the establishment of the National Park's system, and so on.

For the purposes of this study, the effects or potential effects of several current health and mental health

programs are discussed.
range impact

is

not

Several are new, and thus their long

known

yet knowledge of their exis-

tence is mandatory for planners and administrators.

An overview of major United States Department of Health,

Education and Welfare programs specifically geared to rural
areas (United States Department of Health, Education and

Welfare, 1975) is particularly helpful.

Another important

Nationdocument (Clayton, 1977) discusses the history of the

important issues
al Institute of Mental Health, and highlights
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inenta.1 hsaltti.

A final very useful resource docu-

ment is a speech presented by Mr. James Isbister (1976),
former Director of the Alcohol, Drug Abuse and Mental Health

Administration, HEW, in which he discusses the shortcomings
of federal investments in rural areas, and describes an over-

view of several programs to address rural problems.

Mental Health

The background of the Community Mental Health Centers

Act was discussed earlier in this paper.

That legislation

has, without question, had a greater impact upon the delivery

of rural mental health services than any other single program.
The current program presents many opportunities for rural

areas as well as many problems.

Like many federal programs,

it was basically designed to meet the needs of urban areas;

and thus

,

its implementation presents some special problems

for rural catchment areas.

Without describing in detail

this entire extremely complex piece of legislation, certain

components that have major effect upon rural areas are presented

.

An important granting mechanism in the legislation is
the "Planning Grant."

Recognizing that many areas in the

country--particularly rural poverty areas--do not have the
resources to develop a comprehensive community mental health
center system, planning grants are made available.

There
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are one-year grants for a maximum of $75,000 to enable a

catchment area to hire a planner and staff; assess the needs
of a community; and develop a more major grant application
for initial operations

(described later)

.

This granting

mechanism has been utilized extensively by rural areas.
Many areas, with nonexistent mental health resources, simply
could not afford to hire a staff to plan a CMHC.

Without

such support, many of the operating rural CMHC's existing

today would not exist had it not been for planning grants.
The major granting mechanism is the "Grant for Initial

Operations."

A key concept within the entire legislation

is the comprehensiveness of services.

To this end,

is quite specific regarding service requirements

.

the law

These

were noted earlier; but again, federally-funded CMHC's must

provide five services required by earlier legislation.

These

services are inpatient, outpatient, partial hospitalization,

emergency services, and consultation and education.

In ad-

dition, PL 94-63 requires comprehensive diagnostic, treat-

ment and follow-up services to children and the elderly; a

program of transitional halfway house services, follow-up
care services for patients leaving state mental hospitals

screening for state hospital patients; and assistance to
courts and other agencies.

Finally, a program for the pre-

vention and treatment of alcoholism abuse and drug addiction
and abuse is required.

The requirement for these latter two

may be waived if there is not sufficient need for such programs in the area
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If the position presented earlier in this
chapter is ac-

cepted (i.e., that rurality and poverty are largely
coterminous)

,

the current legislation does address assistance to

poor people living in rural areas.

Every CMHC must provide

services
.

.

.

within the limits of its capacity--to an individ-

ual residing or employed in such areas regardless of
his ability to pay for such services

;

his current and

past health condition; or any other factor.

(Section

201 )

The particular need to integrate mental health services in

rural areas with health and other services providers has

been noted earlier.

The legislation states:

The provision of comprehensive mental health services

through a center should be coordinated with the provision of services by other health and social service

agencies (including state mental health facilities)
in/or serving residents of the center's catchment area
to insure that persons receiving services through the

center will have access to all such health and social
services as they may require.

(Section 201)

A great deal of emphasis has been placed upon the accessibility of services.
are described:

(a)

in the community,

Six major aspects of accessibility

physical accessibility,

(c)

(b)

visibility

procedural accessibility (e.g., waiting
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lists)

,

(d)

economic accessibility,

(e)

cultural accessibil-

ity, and (f) psychological accessibility.

Obviously, the

pl3.nner/adminis trator must be very knowledgeable about the
^3.ture of the catchment area to address these issues.

The problems presented by sparse population bases were

mentioned earlier.

The legislation requires that catchment

areas contain populations of 75,000 to 200,000.

There is

now, however, provision for waiving that requirements in

certain circumstances where geographic distance and obstacles

present problems.

Planners and administrators should be

aware of possible options in catchment area design.
One of the changes brought about by PL 94-63 is the

change in the method of funding.

Previous legislation pro-

vided funds only for a portion of the staffing costs for the
CMHC

.

Other operational costs such as rent, utilities,

transportation, travel, etc. were provided by other nonfederal funds.

Under the current legislation, a grant for in-

itial operations pays for either a percentage of the total

operating costs or the deficit between operating costs and

anticipated income, whichever is least.

In effect, a grantee

has many more options in determining how federal funds are

utilized.

This shift seems to have expanded program flexi-

bility, and thus is having a positive effect.

Health
Several other federal health programs have impacted on
the delivery of rural mental health.

Those are summarized

in an unpublished paper by Dr. Lucy D. Ozarin (1976) of the

National Institute of Mental Health.

The Public Health Ser-

vices has instituted a Rural Health Initiative (RHI) which
attempts to aid communities in the establishment of ambulatory health care services, and to provide linkages with other

health care providers.

Funds for this program are gathered

from other federal health programs.

Funds come primarily

from the Migrant Health Program, the Community Health Center
Program, by Title XIX of the Social Security Act, and through

Health Underserved Rural Areas (HURA) grants.
In addition, the National Health Service Corps has been

developed to recruit and place medical, nursing and dental
personnel in rural areas.

Several CMHC's have been able to

obtain psychiatrists through the program at minimal expense
to the center.

In 1976, 138 RHI and 153 HURA grants totalling $27 mil-

lion were awarded.

Both are directed toward the development

of health (including mental health) care delivery in areas

that lack such services.

A critical component of both pro-

grams is the linkage with other human service agencies in
the area.

Linkages between HURA-RHI grants and CMHC's have

generally been quite good.

The HURA-RHI site is usually
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locatGci with, a satellitG unit of a mantal haalth canter where

one exists.

Frequently, the staff of the CMHC provides con-

sultation to the HURA-RHI staff, and in turn that staff helps
in the medical and dental care of CMHC clients.

Again, the

linkage of health and mental health in rural areas is mandatory

The CMHC program and the HURA-RHI program are in the

.

forefront of these endeavors.
Recently, health planning legislation (PL 93-641) was

implemented in an effort to eliminate duplication and more
equitably distribute health care.

The legislation estab-

lishes local health system agencies to accomplish planning
in sub-state areas.

Most of this legislation has not been

fully implemented; thus its potential impact on rural health

programs is not known.

Hapenny (1976) discusses that poten-

tial impact.

Conclusion

Clearly, as one can see from reading this chapter, many

people have been very interested for a number of years

both

about rural mental health and mental health administration.
The fact remains that there continues to exist both content

and methodological gaps in the literature.
a

There is still

need to talk directly to rural mental health administra-

tors.

survey
That has not been done to a major degree with
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research to move beyond antidotal data.

There continues to

be a need to begin to build a fresh, non-comparative data

base regarding rural mental health as part of a serious effort to understand rural areas as something other than "non-

urban"

.

Finally, there is a need to, in some ways, step

back and ask some very basic questions that seem to have

been missed in the development of the literature.

In effect,

we still need some basic data about who rural mental health

administrators are; what their experiences have been; and

how they do their jobs.

It was to fill those gaps in the

literature that the content and methodology for the study

were selected.

CHAPTER

III

METHODOLOGY

Background

This study was conducted in a manner designed to elicit

maximal information in a format amenable to analyses with
minim\am effort on the part of the interviewees.

This chapter

describes the development of the study, its implementation
and the methods utilized to analyze the results.

By using

this methodology and instrumentation, the study should be

easily replicated in other geographic areas.
The topic and specific methodology were selected for at

least

3

1

.

major reasons:
The need to expand knowledge about rural mental

health administration;
2.

The desire to approach the subject utilizing a dif-

ferent methodology than previous studies; and
3.

The need and desire to maximize the study's utility

the
to practitioners as well as students and researchers in

field
thoughts,
The purpose of this study is to look closely at the
of infeelings, motivations, experiences, and observations

mental
dividuals currently administering community-based

health service programs in rural areas.
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Based upon a careful review of the literature, this

writer's experience, and experiences and advice of the Dissertation Committee, the questions to be addressed in this
study were developed.
1.

The questions are as follows:

What are the characteristics (disciplinary training,

prior life and work experience and motivations for coming to
and remaining in rural areas) of mental health administrators

currently working in rural areas?
2.

What type of training have they had in what specific

areas; what skills do they perceive as necessary for effec-

tive functioning; and what do they perceive as their training

needs?
3.

What do they perceive as the major problems of de-

sign and administration of rural mental health service programs ?
4.

What do they perceive as the major positive or fa-

cilitating factors of design and administration of rural programs?
5.

What do they perceive as the most critical service

linkages in their rural areas?
6.

What are the local groups and/or institutions whose

involvement seems most important in the development and operation of mental health services in the rural areas?
7.

What programs or strategies have been developed by

specific
rural mental health administrators to overcome
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problems or maximize specific advantages of design and admin-

istration in their areas?
As with any topic as broad as rural mental health administration,

a

seemingly infinite number of questions could and

should be addressed.

However, it is always mandatory that

research be focused enough to be meaningful and manageable.
Several factors were prepotent in the selection of the questions

.

1.

Responses to the questions fill a significant gap

in the existing literature.

As Chapters

I

and II have indi-

cated, literature specifically addressing mental health ad-

ministration in rural areas is minimal.

In addition, none

of the existing literature about rural mental health admin-

istrators was developed on the basis of surveying administrators themselves.

What has developed, in essence, is anal-

ogous to trying to understand the current educational system

without talking to school principals.

The questions provide

basic data need to understand rural mental health administration.

These questions simply have not been asked.

This

study does not attempt to replicate existing research, but

rather to fill an existing knowledge gap.
2.

The questions selected begin the process of building

a data base of information specifically on rural areas that

is not based on urban-rural comparisons.

Most of the liter-

ature looks not descriptively at rural areas but rather ex-

amines rural areas as they compare to urban areas.

Note,
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for example, that the first question asks about characteristics of mental health administrators currently working in

rural areas

.

It does not ask how these characteristics com-

pare to urban mental health administrators.

That theme is

consistent throughout the questions.
3.

Questions were selected that would produce informa-

tion that would be useful to the broadest range of recipients
The materials in this study, by its very nature, is useful
to researchers,

students, teachers, and policy-makers who are

looking at a variety of topics such as mental health administration, mental health services, rural mental health, and so
forth.

However, a conscious attempt has been made in this

study to also provide usable information that will be of as-

sistance to rural mental health administrators as they strive
to make their programs more efficient and effective.

As

noted in the introduction, by definition, most rural areas
are physically isolated; and physical isolation can contrib-

ute to professional isolation.

A major contribution of this

study is its utility as mechanism by which information about
local experience can be assembled and analyzed (both in aggre-

gate form and by use of case examples)

,

and disseminated to

the participants and other rural administrators
in this manner,

.

Hopefully

some of the isolation can be reduced, and

the administrators can benefit from the observations and ex-

periences of their peers.
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Overall Approach

The study was conducted by interviewing 22 rural mental

health administrators in the six New England states.

The

semi-structured interview format was selected because it maximizes the amount of data that can be collected, gathers data
in a format that lends itself to analysis, and allows for per-

sonal interaction so that responses can be probed, clarified

and expanded upon.

Questionnaires were not utilized because

they do not provide the opportunity to gather in-depth responses, clarify questions and probe individual responses to

gather the most complete information.

The option of utiliz-

ing the unstructured interview was rejected because of the

difficulty of gathering data in a form amenable to analysis
and the difficulty of assuring comparability of questions
and responses.

Interviews were tape-recorded with the permission of
the administrators interviewed; and those tapes were heavily

utilized in the analysis of the data.

The numerous quotes

found in Chapter V are transcriptions from those tapes.

Data was also recorded during the interviews on the form
found in Appendix A.

Much of that data was utilized to gen-

erate the material found in Chapter IV.

Prior to initiation of the study, it became necessary
being utilized
to establish some definitions of the terms
participants.
throughout the study and in the selection of
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The definitions of both "rural areas" and "mental health ad-

ministrator" are critical.

Rural areas were defined by util-

izing the National Institute of Mental Health determinations
(United States Department of Health, Education and Welfare,
1973b)

.

These are areas "outside a standard metropolitan

statistical area and containing only counties in which more
than

507o

of the 1970 population lived in communities of 2,500

or less" (p

.

3).

Where more recent census data was available,

that information was used in area selection.

For purposes of this study, mental health administrators

were defined as the prime executives of an organization having,

as its primary organizational mandate,

mental health services.

the provision of

The responsibilities of these indi-

viduals include, but are not limited to, the following:
1.

Program design and administration

2.

Staff supervision

3.

Staff recruitment

4.

Clinical care responsibility

5.

Organization budgeting

6.

Community relations

Sampling

Selection of eligible areas was accomplished by overlapeach of the
ping data from the most recent census figures for

Health
states and the most recent State P lan for Mental
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Services on file with the Public Health Service,
Department
of Health, Education and Welfare, Region

Massachusetts.

I,

office in Boston,

It was determined that 30 areas in the six

states met the criteria noted in the previous section for

rural areas.

All qualified areas (30) in the New England

states (Vermont, New Hampshire, Maine, Massachusetts, Rhode
Island, and Connecticut) were included as targets for the
study.

The scope of the study was limited to the six New

England states for these reasons:
1.

Because data was collected through interviews, it

was necessary to place some reasonable limits on travel time
and distances.
2.

The inclusion of all six states was necessary to es-

tablish a sample large enough to be significant.
3

.

The writer has personal knowledge of many of the

mental health programs in that area as well as many of the
potential interviewees.

Cooperation was facilitated by

this factor.

Following selection of the eligible areas, some were

eliminated for a variety of reasons.

Four factors necessi-

tated elimination of some areas from the study.

First, one

area had no organized program of mental health services; ob-

viously, there was no administrator to interview.

Second,

all areas (four) in which the administrator had served in

that position for less than six months were eliminated.

It
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was determined that these individuals lacked sufficient ex-

perience in the position to meaningfully respond to the issues.

Third, one area was eliminated because significant

friction existed between the administrator and the Mental

Health Division of the Department of Health, Education and
Welfare, Boston Regional Office.

It should be explained

that this writer is employed as a Mental Health Program

Specialist with that office.

That area was eliminated be-

cause the nature of the relationship between the administrator and Regional Office was such that participating in the

interview could potentially compromise the position of that
office or affect responses in the interview.

Finally, an

area was eliminated if no interview could be scheduled during the six-month time period of the study (two)

.

A total

of 30 areas were initially found eligible to participate,

and a total of 22 interviews were completed.

To summarize,

one area was eliminated because of the lack of any organized

mental health service; one was eliminated because of the relationship between the administrator and the Regional Office
four were eliminated because the administrator had served

elim
in that capacity for less than six months; and two were
not
inated because a suitable time for the interview could
be arranged during the data gathering period.

product of atThe interview format (Appendix A) is the
the Dissertatempts by the writer with the consultation of

anticipate
tion Committee to clearly state questions,

72

potential categories of responses, and develop
throughout the interview.

a smooth flow

A draft interview format was de-

veloped and piloted in three interviews.

The results of the

pilot interviews were brought back to the Dissertation Committee, and consensus on the final form of the interview for-

mat was reached.
Changes instituted as a result of the pilot interviews

were minimal.

Wording of some of the questions was modified

to enhance clarity,

and the ordering of some questions was

changed to allow for a smoother flow of the interview.

Two

of the three pilots were tape-recorded to determine the ef-

fects of taping on both the interviewer and the interviewee.

The process of a tape-recorder did not inhibit responses
and,

in fact,

served to compel interviewees to organize their

responses somewhat.
er.

Taping was a great help to the interview-

Notes taken during the interview took on a diminished

importance and facilitated close attention to the responses
being given.

In addition,

the tape provided a check on the

accuracy of notes taken during the interview.

Based upon

the experience of the pilots, subsequent interviews were

tape-recorded.

Because no substantive content changes were

made on the basis of the pilots, the pilot interviews were

included as part of the total sample.
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Data Collection
All eligible administrators were contacted either
by

telephone or in person.

The purpose and nature of the study

was explained and their participation was requested.
and place for the interview was agreed upon.

A time

In all cases,

bhe interviews took place at a time and place convenient to
the interviewee, and were conducted by the writer.

An at-

tempt was made to conduct the interviews at the administrator's work location to minimize the effort required by the

interviewee, and to eliminate--to the extent possible--in-

tervening variables such as distraction and anxiety created
by unfamiliar surroundings.

At the time of the interview, the nature and purpose
of the study was again explained.

anonymity.

Interviewees were granted

Interviews were tape-recorded with the expressed

permission of the interviewee.

The interviews were conducted

in accordance with the Interview Format found in Appendix A.

Questions were first asked and, when necessary, clarified

without presentation of possible responses.

If the inter-

viewee still could not answer, classifications of responses
(listed on the Interview Format ) were presented as possibilities.

At the end of each interview, the respondents were

each promised a summary of the study's

findings.
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Data Analysis

Following the completions of all 22 interviews, the responses to each question were examined and categories of re-

sponses were established.

Those results were analyzed and

displayed utilizing descriptive statistics
in Chapter IV.

and

can be found

In addition, selected material from the tapes

recorded during the interviews were transcribed and is used
to supplement and clarify the analysis.

primarily in Chapter

These are found

V.

Limitations

With any study, factors exist that might potentially
effect the validity or generalizability of the results

.

The

following factors must be considered potential limitations
of the study:
1.

All of the interviewees administer mental health

programs in New England.

Geographic differences exist among

various parts of the country that might affect the extent
to which this study's finding and conclusions might be appli-

cable to other areas.
2.

The degree of validity of self-report data must

always be questioned.

This factor is not considered to be

major in this type of study; yet there is no mechanism in
the study to examine the consensual validity of the responses
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Even with this potentially limiting factor, self-reporting
was concluded to be the most appropriate methodology in the

design of this study.
3

.

The responses of the interviewees may have been mod-

ified by the job role of the interviewer.
is employed by the Region I,

The interviewer

Office of the National Institute

of Mental Health, and functions in a position that involves
the granting and monitoring of federal funds for community

mental health centers.

He was previously known to many of

the administrators in that capacity.

The possibility exists

that agreement to participate as well as responses may have

reflected an administrator's response to the job role of
the interviewer instead of, or in addition to, interest in
the topic area.

A conscious effort was made to minimize this factor.

All administrators were informed at initial contact that
this study was being conducted as part of the doctoral pro-

gram in which the interviewer was enrolled; and involved, in
no way, the Department of Health, Education and Welfare

Regional Office, the National Institute of Mental Health
or the receipt or retention of federal funds.

Participation

was completely voluntary.
In actuality,

the role of the interviewer probably

facilitated the acquisition of data.

Many of the adminis-

at the
trators are aware of the interviewer's activities
for
National Institute of Mental Health as an advocate
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expanded consideration of rural mental health.

Interviewees

may have seen participation in this study as an opportunity
to have their ideas heard at the regional and national level.
4.

The sample is small.

The study could have been en-

hanced by a larger number of interviewees.

However, due to

geographic limitations and the benefits obtained by conducting interviews rather than using questionnaires, the study

was limited to the six New England states.

CHAPTER

IV

RESULTS

This chapter will be limited to presentation of the

data and its analysis.

The implications, speculations and

conclusions that can be drawn from the data will be found
in Chapters V and VI.

As noted in Chapter III, 22 rural mental health admin-

istrators were interviewed.
States; all were white.

They represented all New England

There were only two women in the

group

Background of the Interviewees

The individuals interviewed came from a variety of

backgrounds.

Most are either social workers (eight) or psy-

chologists (seven)

.

The professional discipline of the in-

terviewees is displayed in Figure

1.

Of the eight social workers in the group, six have
Master's Degrees and two possess Doctorates.

Of the seven

psychologists, three have Master's Degrees, while four have
Doctorates.

One of the psychologists is also a lawyer.
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Figure

Professional Discipline of the Administrators

1.

The "other" category contains a wide variety of academic

backgrounds.
seling,

There are two M.Ed.’s in rehabilitation coun-

one M.Ed.

in health and recreation, one M.A. in pub-

lic administration, and one B.A. in history and government.

The administrators in the study have been in their po-

sitions for an average of six years and one month.

The

range of tenure in present positions is from nine months to
17 years.

Over

407o

(nine) have been in their positions over

five years.

All entered their current positions from a job, as

might be expected, in the mental health field.

However,

nearly three out of four came from jobs outside their current agency.
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Less Than One Year (N=l)

One to Two Years (N=4)

Two to Five Years (N=8)

Over Five Years (N=9)

Figure

2.

Length of Time in Current Position

The nature of that previous job was mixed.
to be no single road into a directorship.

There appears

Almost equal num-

bers came from clinical positions as from administrative positions.

Very few came from academic positions.

If one looks at what type of activities constitute most

of the professional work of the administrators, one finds
an equal balance between administration and mixed clinical

and administrative.

Very few indicated that most of their

experience had been either clinical or academic.
The settings in which the administrators have worked

provides some interesting comparisons.

Half previously

come from jobs in urban areas, and approximately one-third
comes from jobs in rural areas.
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Primarily administrative
(N-9)

Primarily clinical
(N-10)

Primarily academic
(N«l)

Mixture of above
(N»2)

Mixed clinical
and administrative
(N=10)

Administrative
(N-10)

Clinical

(N-1)

Academic

(N-1)

Percentage of Rural Mental Health Administrators

Figure

3.

Nature of Prior Professional Experience

Previous job
Most experience
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Urban

(N=ll)
(N=5)

Rural

(N=7)

(N=8)

Suburban (N=2)
(N=2)

Mixed

(N=2)
(N=4)

With Current
Agency (N=6)

With Different
Agency (N=16)

Figure

4.

Location of Prior Professional Experience

Previous job
Most experience

82

Self Perceptions

Most of the administrators interviewed perceive themselves as being rural mental health administrators while

very few of them belong to the only national organization
focused on rural mental health (The Association for Rural

Mental Health)

.

Nearly all of those who do not view them-

selves as rural mental health administrators indicated that
they view the issues of administration as essentially the
same regardless of location and felt that the fact that

their service area was rural played a relatively minor part
in their perception of the job.

Figure

5.

Administrators
Self Perceptions of Rural Mental Health
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Are active members
(N=2)

Are not members
(N=20)

Percentage of Rural Mental Health Administrators

Figure

6.

Membership in the Association for Rural Mental
Health

Motivation

As noted in the previous section, half of the individuals

interviewed came from positions in urban areas.

The next

logical question becomes, why did they come and, since the

administrators have held their jobs an average of more than
six years, why do they stay?
The administrators interviewed came because of both
life style and professional growth issues.
to have emerged as the dominant factor.

Neither seems

Professional growth

was more frequently noted as being a major factor but approx-

imately the same number of interviewees said each was the

predominant or most important factor.
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Table

3

Factors Influencing Decisions
to Come to a Rural Area

A Major
Factor

The Most
Important
Factor

N

N

Factors

7o

7,

Came because of life style
factors

13

59.1

9

40.1

Came because of professional
growth factors

18

81.8

10

46.5

Note.

In this table and all others,

"A Major Factor" is an

indication of the number of times a response was
"The most important factor" is an indication
given.
of the number of times a response was ranked first.

A major shift occurs when motivations for remaining in
a

rural area is examined.

When all of the reasons given

for staying in a rural area were examined, nearly three

quarters (72.77,) related to life style.
are found in Figure

7

These responses
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Life style responses

Vocational responses
Environment
(physical, social)

Positive effects on
children & family
High status in
community
Slower pace of life

Access to recreational activities
No commuting required

Amount of control
over service programs
Continuous job
challenge

Personalized relationship with staff
Good support from
Board of Directors

Visibility of achievement
Lack of competitive
services

Lack of bureaucracy
Easy service integration

High pay

Percentage of Rural Mental Health Administrators
Life style responses

Figure

7

.

Vocational responses

Rewarding Factors that Contribute to the Decision
to Remain in Current Positions
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The vast majority of administrators (72.7%) noted some

aspects of the physical and social environment that contrib-

uted to their desire to stay.

Other life style related re-

sponses included the positive effect of rural living on

family life and child rearing, the high status in the com-

munity enjoyed by a mental health center director, a slower
pace of living, easy access to recreational activities, and
the fact that little commuting is required.

Those issues related to the vocational rewards that

contribute to the decision to stay include a greater amount
of control over the service program administered, continuous
job challenges, personalized relationships with staff, good

support from the agency's board of directors, and the visi-

bility of achievements.
ing services,

Also noted was the lack of compet-

lack of bureaurocracy

,

the ease of service

integration, and high pay.

Training, Skills, and Experience

All of these administrators were asked about their
training, asked to identify skills, that they perceive as

essential to good administration of a rural mental health
service program.

They were asked what experiences had ma-

jor impact on their own administrative capacities.

Training

When asked if they had had any specific training in mental health administration, 59.1% (13) responded in the affir-

mative and 40

.

17o

(9)

responded in the negative.

The most

frequently noted training experience was course work provided
by the Harvard Laboratory for Community Psychiatry.
of those interviewed have attended that program.

Seven

Others

mentioned various conferences and the National Institute of
Mental Health Staff College programs.
Several noted areas of their training that were not focused on mental health administration but have been particularly useful to performance in their correct job role.

Among

these were computer science, management theory, leadership
style, group and organizational change, and community organ-

ization.

Also noted were various graduate courses in public

health and business administration.
The administrators were asked if they had received any

training specific to the needs of rural areas.

The vast

majority (72.7%) responded in the negative while some (27.3%)
responded positively.

No course work was noted with the ex-

ception of the University of Wisconsin Summer School program
on rural mental health.
son.

That was attested by only one per-

Others mentioned workshops at conferences sponsored

by the National Council of Community Mental Health Centers,
and
New England Task Force on Child Mental Health, Hospital
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Community Psychiatry, and the Association of Mental Health
Administrators.

Two of the administrators have taken part

in the policy formulation workshops sponsored by the Rural

Mental Health Work Group at the National Institute of Mental
Health.
The interviewees were, for the most part, unable to

identify training in either mental health administration or
rural mental health that was most and least useful in their

current jobs.

The interviewees were asked to list and rank

their most important current training needs.
of responses can be found in Table 4.

The tabulation

The most pressing

training needs appear to be in the areas of basic management
theory, fiscal management, and organizational development.

Also noted, was training in the development and operation
of the quality assurance programs, the technology of program

evaluation and management information systems, the dynamics
of power, general mental health administration, computer

science, the role of citizens in programs, general economic
theory, clinical training, and the special needs of rural

areas

Factors that prohibit the interviewees from getting
that training were explained.

jor sources of difficulty.

Four factors seem to be ma-

These are:

time limitations,

geographic accessibility of the training, availability of
the training, and financial limitations.

It would appear

that, on the basis of the data, time limitation

is

the

89

Table

4

Current Training Needs of

Mental Health Administrators

A Major
Training Need

Area of Training

N

7o

The Most
Important
Training Need
N

7c

Basic management theory

7

31.8

4

18.2

Fiscal management

7

31.8

2

9.1

Organizational development

7

31.8

4

18.2

Quality assurance programs

3

13.6

-

Technology of evaluation
and MIS

3

13.6

3

13.6

Dynamics of power

2

9.1

1

4.5

Mental health administration

2

9.1

-

Computer science

2

9.1

-

Citizen involvement in
programs

2

9.1

1

4.5

General economic theory

1

4.5

1

4.5

Clinical training

1

4.5

-

Special needs of rural
areas

1

4.5

1

4.5
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grsatest problem.

It does appear that while it is a major

Problem, financial limitations seem to be less important

than the other factors.

Table

5

Factors Prohibiting Additional Training

A Major
Problem

Factor

N

7o

The Most
Critical

Problem
N

7o

Time limitations

18

81.8

10

45.5

Geographic accessibility

11

50.0

4

18.2

Availability of training

9

40.9

6

27.3

Fiscal limitations

7

31.8

1

4.5

Skills
The interviewees were asked to identify any skills that

they thought were particularly important to be a good admin-

istrator of a rural mental health program.

Nearly all could

idiosyncratic
identify skills but the responses were extremely
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and defy statistical or graphic analysis.
fall into three general groups, however;
to internal management,

(b)

The responses did
(a)

skills related

skills related to coping with

culture, and (c) skills related primarily to relationships with other agencies

.

The skills related to internal

management are as follows;
General management skills (e.g., planning and bud-

1.

geting)
2.

;

The ability to blend various service models, par-

ticularly a medical and social service model;
3.

Organizational leadership skills;

4.

Ability to motivate both staff and board of directors;

5.

Data management skills (i.e., what to collect and

how to use it)
6.

Organizational diagnosis;

7.

Ability to work independently without much support

from superiors or communication with peers
8.

Negotiation skills for use with both staff and

other service providers;
9.

10.

ideas

,

11.

Ability to recruit good staff;
Ability to blend management and clinical issues,
and behaviors

Ability to find an effective balance between hard-

nosed management and compassion for staff, board, patients,
and community;
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12.

Clinical skills;

13

Ability to make decisions

.

14.

Organizational development skills.

Skills related to coping with rural culture include:

havior

1.

Tolerance of a slower pace;

2.

Ability to be flexible and resist stereotypic be-

;

3.

Ability to accept personal visibility in all as-

pects of life;
4.

Ability to withstand stress and to enjoy conflict

resolution;
5.

Ability to play multiple roles in the community

administrator, fireman, church member);

(e.g.,

6.

Ability to communicate well across socioeconomic

and occupational lines;
Skills related to working efficiently with other agencies

include
1.

Ability to establish service linkages;

2.

Ability to work with other providers who resent

both the administrator and the mental health agency and view
both as competitors for scarce resources;
3.

Tolerance of "Yankee independence" manifested by

communities that refuse to coordinate and communicate with
each other;
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4.

Knowledge of how government agencies at all levels

work

Experience

The administrators were also asked to identify experiences, in their own history, that they found particularly

helpful in preparation for their current role.
sponses were extremely idiosycratic

.

Again, re-

However, they did

sort easily into three types of experiences:
1.

Type

I

experiences:

Those experiences of a personal

nature not related to either academic training or professional work history;
2.

Type II experiences:

Those experiences gained

through or during academic training;
3.

Type III experiences:

Those experiences gained

through professional work experiences.
The proportion of all responses by experience type can be

found in Figure

8.

The vast majority of the experiences perceived as con-

tributing to maximal job functioning have nothing to do with
either academic training or professional experience.

Type

I

experiences mentioned include the following:
1.

Time spent in a religious seminary which contributed

to a sense of a mission of helping;
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Type I
Experiences

Type II
Experiences

Type III
Experiences

Percentage of Total Responses

Type

I

Experiences

Experiences of a personal nature not related

:

to either academic training or professional work history.

^Type II Experiences

:

Experience gained through or during aca-

demic training.

^Type III Experiences:

Experience gained through professional

work experience.

Figure

8.

Categories of experiences that rural mental health

administrators indicate were particularly helpful
in their current role.
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2.

Running a business early in career sequence;

3.

Early experience visiting or growing up in a small

town (mentioned by eight of the interviewees)
4.

Growing up in a culturally diverse area;

5

.

Working at manual labor

6

.

7.

Growing up poor

Early organizing experience (e.g., sports teams,

boy scouts, etc.)*
Type II experiences include the following:
1.

Legal training (specifically the ability to think

logically and analysis and synthesis)
2.

Graduate training located in a rural area;

3.

Sensitivity gained through clinical training;

4.

Social work training in community organization;

5.

Doctoral trainings contribution to an increased

ability to conceptualize;
6.

Advantages gained simply by possessing a graduate

degree
Type III experiences include the following
1.

Problems with administration of an urban mental

health program;
2.

Opportunity to do administration right out of grad-

uate school;
3.

Early administration experiences with a small agency.
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Problems of Rural Planning,.
Design, and Administration

The administrators interviewed were questioned
exten-

sively about the problems of planning and design,
and
s

on-

tra t ion of rural mental health programs.

They

were asked to focus particularly on those problems that

might be a function of the service area being rural.

Dis-

cussions of planning and design problems were separate from

administration even though one might expect some of the
issues to be the same or similar.

Both these areas are ma-

jor functions of a program director and they were separated
to maximize the accuracy of the data and ease of response.

Planning and Design
Problems of planning and design were discussed first.
The findings can be seen in Table 6.

Although it is diffi-

cult to clearly isolate the most severe problem and confi-

dently rank other problems, the listing of problem areas is
quite clear and extensive.

The problems identified include

obtaining appropriate community involvement (responding to
all socioeconomic levels, differentiating verbalized needs

from needs identified by service patterns, attitudes against

human services, mental health stigma, identification of com-

munity leaders, suspicion of data, and financial limitations
(lack of local resources)
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Table

6

Problems of Planning and Designing
Rural Mental Health Service Programs

Indicated
as a

as the

Mai or Problem

Problem

Getting appropriate community involvement

N

Indicated

7o

Largest Problem
N

7o

13

59.1

9

40.9

Fiscal limitations

8

36.4

3

13.6

Physical distances

6

27.3

2

9.1

Manpower problems

4

18.1

1

4.5

Relationships with other
service providers

4

18.1

1

4.5

Federal requirements

4

18.1

1

4.5

Establishment of a
catchment area
identity

3

13. b

i

q-

Other

2

9.1

1

4.5

,

c

,
.

D
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Also noted were problems created by the great distances

encountered in rural areas, manpower problems (local avail^t>ility of manpower, getting clinicians to look at systems

and the need for planning)

,

and relationships with other

providers (cooperation, lack of services to link with, lack
of models)

.

Federal requirements were cited as being both

inappropriate to rural areas and frequently unclear.

Es-

tablishment of a catchment area identity was mentioned as
a

problem due to the traditional independence of local areas

Other responses include the problems of insuring confidentiality, and establishing inpatient psychiatric services in

local general hospitals.
As noted, it is difficult to definitively state the

problems in order of the importance.

However, the data

would indicate that getting appropriate community involvement is most frequently mentioned, and also the factor most
often ranked first as the most pressing problem.

Administration
The list of problems for ongoing administration con-

tains many of the same issues but their order of importance
is quite different.

These responses can be found in Table

7

The most frequently noted problem was financial limitations.
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Table

7

Problems of Administering Rural

Mental Health Service Programs

Indicated
Ma.i

Problem

or Problem
N

Indicated
as the

as a
7o

Largest Problem
N

7o

10

45.5

3

13.6

Governmental requirements

9

40.9

3

13.6

Manpower problems

8

36.4

5

22.7

Management of a decentralized system

7

31.8

3

13.6

Community relations

5

22.7

2

9.1

Lack of backup services

2

9.1

-

Lack of appropriate
models

2

9.1

1

Assurance of confidentiality

2

9.1

.

Distance from funding
sources

2

9.1

Other

3

13.6

Fiscal limitations

-

4.5
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Manpower problems (recruitment and retention, getting
staff to work in outlying areas and staff resistance to
or-

ganizational change) were most frequently listed as the most
severe problems.

Problems related to state and federal re-

quirements (inappropriate to rural areas, unnecessary duplication,

lack of consistent definitions, unclear requests)

ranked high on the problem list.

Several mentioned the dif-

ficulties in managing a decentralized program.

Relationships

with the community (maintaining credibility with community
leaders, visibility of program failure and problems, and

lack of staff privacy) was frequently a problem.

Additional

major problems include lack of back-up service, lack of appropriate models, assurance of confidentiality, and distance
from funding sources.

Other problems listed include the

stigma of mental health, availability of appropriate space,
and mixed allegiance between federal requirements and local

needs

Positive Aspects of Rural
Planning. Design, and Administration

All interviewees were asked to discuss the positive or

facilitation aspects of planning and design as well as ongoing administration.

As with the problems,

the planning

and design issues were considered separately from issues of

ongoing administration.
in both categories.

Again, some of the factors appeared
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Planning and Design

Four major factors emerge as positive or facilitating

aspects of planning and design-,

relationships with the com-

munity, relationships with other service providers, the in-

formal way of doing business, and the visibility of services.

Table

8

Positive or Facilitating Aspects of

Planning and Designing Rural Mental

Health Service Programs

Indicated
as a

Major Factor
Factor

Relationship to community

N

7c

Indicated as
the Most
Imnortant Factor
N

7o

11

50.0

6

27.3

Relationship to other
service providers

8

36.4

7

31.8

Informality of doing
business

6

27.3

3

13.6

Visibility of services

5

22.7

2

9.1

Other

6

27.3
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RGlationships with the community were most frequently
sited as a positive factor.

One will recall that this fac-

tor was also noted as a problem.

board of directors

Specifically, the quality of

leadership, access to and responsiveness

of community leaders, the high level of community support,

interest, and ownership, availability of volunteers, and
the quick development of services were noted.

Relationships with other service providers were most

frequently listed as the most positive and facilitating
factor.

The lack of competing services, the supportive

network of other providers, and the greater chance to impact upon the operations of the other service providers
were listed.

The informal nature of doing business, fa-

cilitated by the lack of bureaurocracy

,

as well as visi-

bility of services, were cited by several administrators.
Other factors listed include good state support for
programs, the political power of the mental health center

by virtue of the fact that it is frequently a major employer,

staff willingness to participate in planning, the in-

formal support network for patients, the ability to do more

creative program design, and the stable (as opposed to
transient) nature of the population.
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Administration

Several of the facilitating factors for planning and

design were also cited for ongoing administration.
Table

9

See

for the responses.

Table

9

Positive or Facilitating Aspects of
Rural Mental Health Administration

Indicated

Indicated

as a

as the

Major Factor

Important Factor

Factor

Relationships with other
service providers

N

7o

N

7o

10

45.5

4

18.2

Personalized relationships with staff

g

36.4

1

4.5

Impact of center director's
role in the community

g

36.4

4

18.2

Simplified organizational
management and design
problems

7

31.8

2

9.1

Visibility of impact and
rapid feedback

7

31.8

2

9.1

Relationships with the
community

5

22.7

2

9.1

Easy of getting followup patient data

3

13.6

1

4.5
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Relationships with other providers was most frequently

cited as a facilitating factor.

Responses in this area in-

clude the personalized relationships with other providers
that facilitate continuity of care and reduced duplication
of services

The personalized relationships with staff as well as
the impact of the center director's role in the community

were noted several times.

The administrators note the power

that they hold in the community and the impact they have by

playing several roles in the community.

Several noted the

relative simplicity of organizational design and management
of their programs.

of the agency,

Specifically, they cited the small size

the small population of the service area,

the lack of bureaucratic control, and the reduced need to

program for minorities
The ease of getting follow-up data, immediate feedback

from the community on patients

,

and visibility of program

input were seen as positive factors.

Other positive aspects

of community relationships such as strong boards of directors,

community support, and the community's ability to un-

derstand the need for cost containment were stated.

Service Linkage

service
Given the magnitude of need and the sparsity of
in many rural areas,

linkages with other existing service
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providers have become crucial for rural mental health service

Programs

.

The importance of other providers was confirmed

by the two preceding sections of this chapter.

The inter-

viewees were asked to discuss those other service providers
in their catchment areas who are critical to the optimal op-

eration of the mental health service system.

They were

asked to discuss both the groups with which they have good

working relationships, and those with which they have either
poor or nonexistent relationships.
sponses can be found in Figure

A summary of those re-

9.

All interviewees cited both the medical community (physicians and hospitals) and the criminal justice system
(police, courts, probation, and parole) as very important
to the delivery of mental health services

Figure

9

.

One can see from

that these relationships are positive more frequent-

ly than they are problematic.

Schools were noted as critically important by the vast

majority of administrators.

Both the Visiting Nurses Asso-

ciation and the clergy were seen as critically important
by at least half of those interviewed.

Also cited were

welfare departments, nursing homes, and substance abuse
programs.

The "other" categories consist of homemaker ser-

vices, vocational rehabilitation, and Head Start programs.
If one looks at Figure

9

in its gestalt, it can be in-

ferred that the administrators' relationships with other
service providers are, in general, positive.

The figure is
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heavily weighed, to the left (positive) side indicating
that more relationships are going well than are going
poorly.

Also, in no categories are negative or nonexistent re-

lationships noted more often than positive relationships
It should be noted that with nearly all agencies and

groups, most administrators said there was variability.
For example, even if on a whole, relationships with physi-

cians in a given community are positive, there are always

exceptions

Community Support

No community-based program can maximize its effective-

ness, regardless of the quality of its own services and pos-

itive linkages with other service providers, if it does not

have the support and/or endorsement of the community.

community is a nebulous term.

Yet,

This section was designed

to identify specific groups or organizations whose support,

in whatever format (money, referrals, positive publicity),

makes a major contribution to the success of the mental

health agency.

In other words,

those who hold the power

in rural communities seriously affect the probability for

success or failure of the mental health program.

Table 10 contains the interviewees' responses regarding

community support.

They were asked to list and rank those

persons or institutions whose involvement and support have
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Table

10

Groups Whose Support Makes a Major Contribution
to the Success of Rural Mental Health Service Programs

Indicated
as a Very
Important Group

Indicated
as the Most

Important Group
N

Group

N

Local and county government

13

59.1

5

22.7

State legislature

7

31.8

4

18.2

Board of directors

7

31.8

1

4.5

Local advocacy groups

7

31.8

I

4.5

School personnel

6

27.3

-

Clergy

6

27.3

-

Local business leaders

6

27.3

1

Service clubs

5

22.7

-

Local medical community

4

18.2

1

4.5

United Way

3

13.6

2

9.1

Other

5

22.5

-

7o

%

4.5
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been most necessary to the development and operation of
the mental health service programs.

The most frequent re-

sponse, and the group most often noted as most important,

was local and county government.

Specifically, selectmen,

town managers, and county commissioners, were cited.
The other groups listed are more difficult to compare
to one another in terms of comparative importance.

Several

administrators cited each of the following:
1.

State legislators representing the local area;

2.

Agency board of directors (consisting of local

people

Local advocacy groups (e.g., local Mental Health

3.

Association, mental retardation, elderly, alcoholics);
School personnel (principals, superintendents,

4.

guidance counselors, teachers);
5.

Clergy;

6.

Local business leaders;

7.

Service clubs (Elk, Lions, Rotary, etc.);

8.

Medical community (hospital boards of trustees,

hospital administration, physicians)
9

.

United Way

Others mentioned include the county health council

,

lawyers

volunteers.
police, agricultural extension agents, and
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Summary

Perhaps the best way to summarize the results and make
the transition to the discussion and implication chapters
is to sketch the typical rural mental health administrator

as he can be seen by the data presented this far

He is a male social worker who has been the director
of his community mental health program for about six years.
He took the job after serving primarily as a clinician in

another agency but he did have some administrative experience.

He had some rural experience but his last job was

in the city.

He came to a rural area both seeking an opportunity
for career advancement and a specific life style.

He stays

primarily because of the style of life he and his family
lead
He has had a small amount of training in mental health

administration but no training regarding the particular
needs of rural areas

.

He finds that some of his early ex-

periences have been more helpful to him on his job than his

academic training or job experience but he still feels that
he needs additional training.

Specifically, he'd like

really
training in management related areas but finds that he
has not had time to get training.
ing, its relevance,

The availability of train-

the distance he d have to travel, and

additional
the cost also prohibit him from getting the

Ill

training he needs.

Many of the groups with which he deals

help him perform his complex job but they also prove to be
3-

problem to him.

ples.

The staff and community are good exam-

He has a difficult time getting good staff and keep-

ing them.

On the other hand, his personal relationships

with them make the organization function even more smoothly.
The community presents the same

t3rpe

of dicotomy.

They are

quite conservative, move slowly, and resist coordination

among different towns.

At the same time, they feel much

ownership of the mental health program and community leaders are available and responsive.

The mental health center has good working relationships

with most of the other service providers in the area although some present ongoing problems.

The most important

linkages are with the medical community, the community justice system, and the schools.
By the very nature of his program, he is dependent
on sanction and support from many elements of the community.

The local government (selectmen, court commissioners, etc.)
is

the most important single source of support.

Still,

there are several other very important groups such as his

Board of Directors, the state legislation for his area, and
local advisory groups, among others, upon which he must de-

pend upon for support.

k

CHAPTER

V

DISCUSSION

While the previous chapter presented the basic results
of the study,

this chapter will explore in more depth the

content of the responses given during the interviews

,

some

of the patterns of responses that develop, and some specu-

lations about rural mental health administrators and admin-

istration that emerge from the data.

Whenever responses

gathered in interviews are aggregated, statistically analyzed and interpreted, some advantages are gained; but the

probability of misinterpretation and inaccuracy increases.
On the one hand, when data is grouped, it becomes easier to
see patterns and trends.

At the same time, some amount of

the individuality of the responses is lost.

The interviews

were tape-recorded, and many of the actual responses were
transcribed to minimize the possibility of losing and mis-

interpreting data.

In addition,

the actual responses breath

life into the data in the tables and figures.

It is a con-

stant reminder that there are real people behind the numbers
The reader will find most of this chapter devoted to actual

statements made by the administrators interviewed and

cussion of their meaning.

a dis-

It should be noted that while some

administrators are quoted more often than others, nearly all
of the people interviewed are quoted in this chapter.

i
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For the sake of clarity and continuity, this chapter is

organized in the same manner as the previous chapter.

Dis-

cussions of those issues which seem to cut across the indi-

vidual sections is presented at the end of this chapter.

Background of Interviewees

As one begins to look at the data collected, one of the

first observations that must emerge is that there were only
two women in the sample.

While not entirely unexpected, this

finding reconfirms that mental health administration continues to be an occupation in which men predominate.

This phe-

nomenon, among the individuals in this study, is particularly
ironic since the single largest discipline in the sample is
social work.

Social work, with the exception of psychiatric

nursing, is the only core mental health discipline that has

historically contained large numbers of women.
Perhaps the first surprising finding of this study is the

average length of time that the interviewees have been directors of their programs

(six years, one month).

This may rep-

resent a slightly inflated figure since no one with less than
six months experience in the job was included.

length of directorship is five years.
is the most accurate representation,

prising.

The median

Even if the lower figure
the result is still sur-

An extensive search was undertaken to find national

be
data regarding length of directorship, but nothing could
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found.

However, judging from the writer's personal experi-

ences with nearly 100 separate community mental health centers,

the figure seems high.

Some of the reasons why these

administrators stay will begin to become clear later in this
chapter

Most of the administrators (73%) came to the directorship from other agencies.

This finding is probably partially

accounted for by the general lack of vertical organization in
community mental health programs.
tional structure

ship

Very few have an organiza-

which lends itself to preparation for leader-

Typically, a mental health center has directly under

.

the director on the organizational chart a business manager

and a series of service unit directors (e.g., outpatient,
emergency, etc.).

The business manager stands little chance

of becoming director, and most of the unit directors actually

serve primarily as supervisors and clinicians

.

Very seldom

does one find even a deputy director position.

That structure also partially explains the fact that
the largest numbers of administrators came from jobs that

were primarily clinical.

Rural areas are apparently no dif-

ferent than other areas in this respect.

This finding, as

well as the training needs listed, reaffirm the often-stated

need for expanded and accessible mental health administration
programs
Half of the administrators came from jobs in urban
areas

Less than a third came from jobs in rural locations.
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Apparently, not only are mental health centers not
promoting
their own but neither are rural areas.
One must speculate
about whether this is not a function of how rural
communities
see themselves.

urban is better?

Are there assumptions by rural people that
Is this a logical extension of the fatalism,

discussed in Chapter II, that Wagenfeld (1977) claims
typifies rural areas?

Another possible explanation is that

there may simply be fewer qualified people in rural areas.

Self -Percept ions

As noted in Figure

5

(p

.

82

)

,

the vast majority of in-

terviewees view themselves as rural mental health administrators.

Of particular interest are those who do not.

Most in

this group indicated that they saw little difference between

administration of rural or urban programs.
tive issues are comparable.

The administra-

One administrator stated:

Having worked in the inner city, and now in a rural
area,

I'm not sure that much of the focus on rural men-

tal health problems and rural mental health needs isn't

overblown.

I

think that basically what has happened is

that not enough funds come into rural areas.

There are

special problems that the inner city doesn't have, like

transportation and accessibility and slightly different
kinds of communities to work with; but I've found the

problems in both areas to be highly comparable.

Solid
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techniques of administration are equally
applicable
in both situations.

Another interviewee expressed a similar sentiment:
My comments have

to be put in a

context.

really don't

I

think of myself as a rural mental health administrator.
The problems and issues that you deal with seem very
similar.

There really isn't very much difference, par-

ticularly in a state like.

.

.

in confronting the state

legislature and testifying before it

.

.

.

its just not

that different from going and working with your first

selectman.

They don't know very much, and you have to

simplify without distorting.

If you deal in complex

issues, you know how easy it is to be guilty of reduc-

tionism.

There may be another factor also operating here

.

Even

the most isolated and dispersed rural areas have a major town
or city.

In most cases,

fore, its administration)

the mental health center (and, there-

has its main office in that town or

Even though the vast majority of the service area is

city.

rural, there may be a heavy identification with its "urban"

center

While most see themselves as rural mental health administrators, very few are members of the only organization de-

voted exclusively to rural mental health, the Association for
Rural Mental Health.

Nearly all were aware of the organization
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and had seen at least one of their newsletters.

The organi-

zation is relatively young, and in an effort to maximize exposure, apparently has sent copies of its newsletters to

rural mental health centers even if they are not members.

Motivation

The desirability of a rural life style and a desire to

achieve professional advancement seem to have played approximately equal parts in bringing those interviewed to the di-

rectorship of a rural mental health program.
happens to change that balance.

Then something

Most of the reasons for

staying have to do with life style.

A number of different

factors make up the rural life style that seems so attractive:
I

just like living in the country.

the street from a dairy farm.

like living across

There is a nice feeling

of going home to a country setting.

quiet.

I

There is peace and

You don’t have to open up the paper and read

about the murder that happened last night.

I

like be-

ing able to strap on my cross-country skis on my door-

step and ski as far as my legs will take me and never

cross a road.
ide,

I

like not having to breath carbon monox-

and the fact that

I

don't really have to worry about

locking my car or my house or being robbed or all of
in
those things that go along with living and working
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an urban area.

I

felt over the last few years less

paranoid and less anxious, and in general, just
healthier
I

.

think it is a healthier place for kids to grow up in.

You can control more of the stimuli, and they aren't as

threatened with survival sorts of concerns.

However,

X

recognize that, at the same time, it is somewhat unreal
for them.

There are maybe 200 black people in this en-

tire state.

I'd like my children to grow up in a more

culturally diverse setting that more closely approximates
what the real world is like in America.
Others spoke of the effect of rural life upon families:
It's a good place to raise a family.

There are lots of

opportunities available to the kids.

Although the win-

ters are hard and long,

they still enjoy the winter--ice

skating, sleigh riding, skiing, ice fishing.

It is

those things that people from down country come up here
and pay a mint to do just for a week or a weekend.

whole environment is beautiful.
gestion.

The

You don't have the con-

The environmental thing for the kids is a big

factor
At least one administrator is an avid fisherman:
If I had to commute 8 hours to go fishing,
do it!

I'd move!

I

I

wouldn't

just can't conceive of myself work-

ing in a place like Boston.

I

wouldn't do it.
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1^

interesting to speculate on possible ramifica-

tions of this very positive attitude toward life in rural
areas.

Obviously, it is very rewarding to many of the admin-

istrators

.

One must wonder if the indigenous people in the

rural areas feel the same way
ful as the "outsider"?

.

Do they think it is as wonder-

If they do not, is the administrator

romanticizing the area or is the native reflecting fatalism
and hopelessness?

uation?

Is there potential conflict in such a sit-

There seems to be a general style of existence that

encompases both work and private life:
It is,

first of all, the environment --things like no

traffic lights or traffic jams, no rush hours.
have a lot of breaking and entering.
their cars.

It is a slower pace.

We don't

People don't lock

It is a life style

that this whole nation seems hungry for.

It is hard to

even comprehend the problems of the cities when you live
here.

That is why it is so nice to live and work in a

rural setting.

People that choose this life style tend

to carry that over into work.

They aren't hung up on

grievance issues and bureaucratic issues.

Problems are

handled more personally and more informally.
Several of the interviewees talked about a very comfortable

relationship with their community:
The community life is a positive factor.

There is a

closeness of people in a rural area, yet not
ness or imposition.

a

noisi-

You know people here are very

120

independent so you don't have people making a lot of
demands on you.

You have your neighbors, but they tend

bo their business

;

you tend to yours

;

but you do get to-

gether without imposing.

Another had a similar comment:
It is clearly the life style reward that keeps me here.

You are part of a real local network that can be very

supportive and helpful in times of crisis or just there.
In addition, the fact that there is not a lot of noise
or pollution is very important.
It was surprising how open the administrators were about

their own needs for recognition, and how their position helps

meet those needs.

It is here that a very important finding

of this study begins to emerge.

Here and through subsequent

sections, the administrator begins to emerge as a person very

dependent upon external support, needing recognition and
status, and highly personalizing the agency and its relationship to the community.

This factor is important because most

assume that the personality of the administrator has an impact upon the entire operation of the program.

It is not un-

realistic to assume that the administrator's personality will
have at least some impact upon the organizational structure,
type of staff, type of services provided, and the relationship between the mental health agency and other service pro-

viders.

Although this runs as a theme through many of the

interviews

,

three articulate these needs particularly clearly
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On© of ths

contributss to

fsctioirs

d@slir@ to stfly

3.

is that there is less overall competition.

can be a big fish in a small pond.

administrators

I

You really

Many of the rural

see in rural areas are fugitives from

more urban areas who could not tolerate the competition
and would not make it in larger areas.

The flexibility

and lack of competition is a real gratification and one
to be sought.

say,

One of my graduate professors used to

if you really want to learn, go to the boonies be-

cause they will allow you to do more of your own thing
than would be tolerated in an urban area.

I

think that

is true and that has been a major professional gratify-

ing force.

You are able to make more mistakes and the

cost of those mistakes seems less than in urban areas.
The community involvement is great.

tion in the community here that
in a larger urban area.

I

I

I

can enjoy a posi-

just couldn't enjoy

like the personal sense of

contribution and the personal sense of prestige.
very rewarding.

It is

Let's face it, in a rural area, the

director of a mental health center is looked upon as an
important person in the community.

Anywhere

people can say, "Oh, I've heard of you!'

I

go, most

and that is

kind of nice, particularly if you lead a life style where
you don't have to worry about what they heard.
that's important too.
an example.

I

think

In a rural area, you have to be

You have to have a life style that is more
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exemplary in this position than you would if you could

melt into the anonymity of the city.

From a very personal standpoint, it is the sense of being able to be viewed as a critical and primary person
in the community leadership.

That is much more possible

in the smaller community than in a larger urban area.
I

looked at one urban job in

city in Massachusetts)

;

(

,

a large,

.

.

urban

and what could be accomplished

as you looked at the internal organization was very ex-

citing; and

I

went down there and looked at the commun-

ity, and what I would be in that place and it hit me.
I

just said no way!

The city was the worst part of it.

We saw some communities outside where living would not
be too bad, and that's what really began to make me

question.

If I was going to make the commitment to

work in the inner city, and in order to do that,

I

had

to make the compromise of having to live far away from

what I'm doing; then there is something wrong with that.

Referring back to Figure

7

(p.85

)>

one can clearly see

the major parts that status, recognition and personal con-

trol play in both the life style and vocational reasons for

staying.

In addition, to the very open recognition of this

factor found in the "high status in the community" responses,
control over
the theme runs through the responses related to
staff.
service programs, personalized relationships with

I
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good support for the board of directors, visibility achieve-

ments and lack of competitive services.

Training. Skills and Experience

Training
Previous training
heartening, that only

.

607o

It is not surprising, yet still dis-

of those interviewed had received

training in mental health administration.

Even more disturb-

ing is the finding that nearly three out of four have re-

ceived no training specific to needs of rural areas.

It

then makes sense that most reported their major training

needs as being in the areas of management and administration.
It was rather surprising that only one stated a need for

training in special programming needs of rural areas.

Per-

haps they feel that experience is the best teacher for those
issues

While most at least expressed a desire for additional
training, some were not enthusiastic about the results of

training in administration:
think it is a talent.

I

don't think you can teach it.

I

think it is an ability that people have to fly by

I

I'm
the seat of their pants and use good judgment; and

not sure you can teach judgment.

I'm not sure you can

cultural
teach cultural compatibility, understanding and

L
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acceptance.

I

don't think you can teach life style

and the importance that plays in the overall
adminis-

tration of rural programs.

If you have it, you begin

bo rise in administration and you make your way.

Some-

body coming in here is not going to be respected on the
basis of their title, their degrees or their qualifications.

They are going to be respected on the basis of

the kind of person they are.

That's going to determine

if they are accepted and can do the job.

.

.

I

.

think

there are people who can be identified as rising to the

administration that can benefit from certain types of
training or experience; but

I

think the basic thing

that is going to make them a success is what's inside

them already.

Training constraints

.

The administrators were amazingly

consistent with their identification of constraints prohibiting training.

Time availability seems to be the most press-

ing problem (mentioned by 81% of the administrators)

One

.

articulated particularly well a problem frequently expressed:
Time and money are the two biggest.

You are already

If you take time away from

robbing Peter to pay Paul.

your program to educate yourself, you cheat your program.

If you take time away from your family to edu-

cate yourself, than you cheat your family.

average administrator that

I

.

.

.

The

know is carrying a huge
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burden of time commitments so you really have
to juggle

things--and that's just to get out for a workshop.

Most

of the training that's needed is more than just a
workshop.

I'm talking about really going into some depth.

Where the hell do you find the time?
any since

I

I've yet to find

left graduate school.

There should be some thought given, on the national level,

about doing something like academia where they give

you a sabbatical every five or seven years

both staff and administrators need that.

.

I

think

Then you could

improve yourself without worrying about your family starving.

Until something like that is developed, it's going

to be catch as catch can.

As it stands now, you rob

your family some; you rob your program some; and always
feel that you don't really understand the material.

But

you know enough to know who to ask about the content
then maybe you won't make an ass out of yourself!

One must at least speculate on a fifth factor prohibiting the administrators from getting training.
is motivation for training.

That factor

Do they really want training?

It would be almost heresy to say that one did not want addi-

tional training; however, one must look at what seems to be
a driving force behind these administrators.

These factors

seem to be recognition, prestige, a love for the rural life
style, and so forth.

If these are the factors that motivate

the administrators, how motivated is he really to get
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ti^aining in lnteima.1 management.

In subsequent sections,

one sees that one of the positive factors frequently men-

tioned in planning and running rural programs is the infor-

mal and personalized relationship with staff.

That type of

organization tends to again enhance the personal rather than
organizational power of the administrator, and one might expect management training to suggest formalization of the
program.

The administrators may really not want to hear

what they may already know will be the content of additional
training

Current training needs

.

Nevertheless, the administra-

tors did identify many training needs.

Most frequently ex-

pressed was the need for basic management theory, fiscal

management and organ izatLonal development (see Table

4)

:

By in large, the people who have evolved into roles in

administration have never been trained in anything approaching administrative or organization principles.
Most of them are clinicians with a clinician's instinct
for people, at some level, which often gets in their

way administratively.

They have no idea about program

planning, budgeting, marketing, developing community
and citizen support, and all the other things that

have to be done by any administrator in a community
setting.

I

see an awful lot of programs that are being

administered very poorly.
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Another stated the need for basic management training:
Now my training needs are not so much around rural issues or actually not around mental health, specifically

...

I

continuously read articles in the area of busi-

ness management.

In many respects, that material is

better than our field's.
areas where

I

The articles

I

read, and the

need more training, have to do with the

solution of basic management problems in areas like communication, staff assessment, budgeting, and so forth.
The need for training in mental health administration was

expressed
I

need course work in both general mental health admin-

istration and rural mental health administration so

I'm always amazed that when

don't reinvent the wheel.
I

come up with an idea that

start checking it out,

I

I

I

think is unique and

I

find that 300 million other

people have already thought of it.

I

need help in how

to apply what others have done to my center.

Perhaps in the realization that human services are often subject to trends in other systems, one felt the need for a better background in general economics
I

need additional training in economics.

Increasingly,

health care is going to be constrained, like other growing systems that are beginning to peak out, by economic

forces and market forces.

These factors are going to

128

be crucial to survival.

ministrators.
I

.

.

I

think most mental health ad-

know virtually nothing about economics.

think that's where the ball game is right now.

need training in classic economics.

.

.

I

just a general

understanding of what various kinds of models are and
what kinds of models we're working in.

I

have a vague

understanding of that through additional reading and

a

vague feeling about how economics are affecting decisions on a federal and state level.

better overall conceptualization,

I

But if

I

had a

think it would

greatly aid in my ability to plan at the local level
and participate more meaningfully in state and national

policy development.
It was rather surprising that only one administrator ex-

pressed the desire to know more specifically about the needs
of rural areas

(see Table 4, p. 89):

There is a need for training on the dynamics of rural
communities.
that if

I

For example,

I

felt when

I

first came

could make a policy decision that was logic-

ally correct, then it would be accepted by the community.

That is obviously a bunch of bull-shit.

in the area of confidentiality,

quite a bit because

I

I

Like

tightened that up

didn't know anybody here.

The

let
guy before me was here for many years, so he could
to
some information go because he knew who was going

get it.

I

created a lot of resentment and misunder-
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standing only because

I

didn't really understand the

fact that these people are also my neighbors; and that
I'd be interacting with them at a number of levels,
and, therefore, the impact of a decision carried through

on all levels of one's life and not just one's profes-

sional practice.

community dynamics

If
,

I
I

had been more aware of rural
could have saved myself a lot of

grief
One of the administrators spoke of the need to better under-

stand the dynamics of power in the mental health system:
We desperately need special attention to issues of power.
I

think that among the people

I

have met, human service

professionals are the most ignorant and stupid when it
comes to the development and use of power--both person-

ally and organizationally.

They are infatuated with it

and they tend to misuse it once they've acquired it.

They are driven to acquire it for both personal and

professional needs; and once they do acquire it, they
go absolutely crazy with it.
I

really think that one of the things that needs to be

developed is a program that deals with the ethics of
power development and utilization from the perspective
of an administrator and how his or her behavior really

does impact on other people.

What are their ethical

responsibilities to those people and to the world at
large?

I

don't find any discussion about ethics among
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administrators.

find a rather blase attitude of "do

I

what you can get away with."

I

find at times, behav“

iors that border on, and sometimes dip into, the illegal.

Not in the personal sense,
or corruption; but

I

I

don't find a lot of graft

do see gross incompetence and de-

liberate negligence in some areas in the way that dollars are gone after and then utilized.

erate fraud in some cases.

There is delib-

That's part and parcel of

the way that funding programs operate.

Center directors

are among the most insecure people because of the multiple sources of funding.

I

just wish,

I

there was more focus on what are your

really wish,

ethical

respon-

sibilities, and once you get power, what are you going
to do with it,
I

Charlie?

know that on occasions I've experienced personal agony

and professional agony over the kinds of decisions
was forced into by funding regulations

,

I

by timing con-

straints, and by political considerations here in the

catchment area.
into unethical

Often, center directors are forced

decisions and unprofessional behavior--

behavior that they wouldn't engage in in their personal
lives, by the field of forces that surround them.

I

think this is one of the things that contributes to the
diincreasing burnout that we have now with the center

rectors.

There have been four resignations in the

three
eleven director positions in this state during
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months.

Somebody needs to begin looking at that and ex-

amining what we are really doing to people when we ask
them to take these positions
That same administrator also spoke of the need to understand

policy development:
A major training need is to learn just how state and national (mental health) policy is developed and implemented.

Specifically, how can program directors and

citizens develop access to, and influence over, policy-

making procedures?

I've done some work during the last

three years training citizen's advisory boards and pro-

fessionals who work with them, and I've found routinely
that this is the single largest issue that they are con-

cerned about.

Even though I've done an awful lot of

work on this, and consider myself in relationship to
the average center director or board person to have a

considerable amount of knowledge,

I

feel I'm abysmally

ignorant of where the action really is and how it's conducted

.

Recruiting appropriate staff can clearly be enhanced by additional training, according to one of the administrators:
Rural administrators need training before working in a

rural area in the area of staff recruitment- -who you re
looking for and how they will fit into the community.
That sounds narrow and bigoted, but how staff fit into
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the community is a prime consideration.

of staff was an issue

I

The life style

never really wanted to consider;

and yet how my staff looks and acts and dresses and

what they smoke is a big issue for this community, believe me.

Training in the appropriate utilization of volunteers was

mentioned
More training is needed in how to work with volunteers
They are a very important group in rural areas, and

most of our traditional training experience don't consider them much at all.

Another administrator noted the need for continued clinical
training
There is a need for continued clinical training--getting to know me.

can't get to know other people with-

I

out knowing myself first and where my biases are.

When I'm approached with

what my needs are.
in administration,

I

a

.

.

problem

need to be able to fanthom out

whether what I'm feeling is based upon where

I

want

the program to go or the color of my staff member's

hair.

Sometimes those can get clouded.

tabs on that, but it's hard.

I

try to keep

The best training for

that is to go into counseling or therapy
at
It is interesting that this particular individual

of
least has not differentiated between being the recipient
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clinical services and getting clinically trained.

This is

probably not an uncommon conceptual blurring that
occurs
with mental health professionals. If one can
speculate
that a similar blurring occurs in the area of administration, perhaps the desire to get training in management is,
in part, a desire to be managed well and fairly by boards

of ^l^sctors

.

Later in this chapter, some of the ambiva-

lence administrators have about their boards will emerge.

Skills
The administrators were asked to identify skills that

they felt are important to good administration of a rural

mental health service program.

As noted

ir.

the previous

chapter, responses to these questions were too idioc5mcratic
to be grouped or statistically analyzed to any great extent.

The responses did seem to cluster in three categories, how-

skills related to internal management, skills related

ever:

to coping with rural culture,

and skills related to working

effectively with other agencies.
Skills related to internal management

.

Skills related

to internal management includes several references to the

importance of clinical skills:
I

think the single most important factor in being a

good administrator of a program like this is having
sound clinical skills; and if you have some idea, some
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notion of the significant and crucial differences
between a psychosis and a character disorder and
how
they are manifested and then, on top of that, build
some administrative skills, you'll do okay.

don't know that difference,

I

If you

don't care how good an

administrator you are--it's just not going to work.

Another expresses the same belief:
I

think that being a clinician first was very helpful

because I'm dealing with personalities.

I

think

know the personalities of many of the people

with pretty well and

work

that creates ways to get entry

into what you need and what you want.

kind of callous

I

I

That may sound

but it works.

Sometimes possession of clinical skills is not only desirable, but necessary because of the location and size of the

agency
In this program, because we have such a tough problem

recruiting the right kinds of staff,
a

I

have to carry

clinical case load in addition to being the adminis-

trator.

A needed skill is to blend these two roles

when appropriate and to separate them when necessary.
This link between clinical skills and administrative

skills is worth looking at more closely.

Many of the ad-

ministrators feel strongly that clinical competence enhances
their functioning.

It would be interesting to know if they
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think the reverse is true.

Is it important for a clinician

to have some management skills?

Could clinical functioning

be enhanced by knowledge about resource allocation, planning

techniques

,

organizational development?

How would training

in management effect the clinician's functioning within the

organization?

One administrator expresses the need to go

beyond clinical skills:
I

think interpersonal skills are very important.

You've

got to be able to blend the technical administrative

skills and business orientation with clinical skills

interpersonally

.

It's not just clinical skills;

I

think it's important to have good clinical skills to

know when people are doing okay and when they're not,
and how to judge and evaluate the program.

But

I

think

it goes beyond that; you have to have some personality.

You have to have leadership ability and the capability
to motivate people.

When your staff is burning out or

your board is burning out, you've got to be able to infuse them with energy.

The ability to effectively negotiate is important:

You've got to have skills in negotiating with lots of
different people.

You've got to be able to sit down

with somebody who you know has knifed you at

a cock-

tail party because the rural grapevine has told you
that the guy called you a jerk, and yet try to work

with his agency because it's so important for your program.
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One must also do a lot of negotiating with the
board of

directors

.

Working with these people is a fascinating

process in and of itself.

They've got their own sets

of needs that have to be met.

spend with the Board,

I

I

bet, of the times

I

spend 40% either on personal

issues that come up between board members or trying to
get certain committees to function, and making the com-

munication links between the staff and the Board.
of these requires a lot of skill.
a lot

All

I've had to learn

about negotiations; and I've made some pretty big

mistakes
One administrator talks about the ability to withstand stress
I

think the most important skill required by an adminis-

trator is the ability to withstand stress and anxiety.
I

think anybody who accepts an administrative position

and can't handle stress, anxiety and frequent changes
(sometimes cataclysmic) will very quickly overdose on

administration and end up on the scrap heap of burned
out administrators working in a low level bureaucratic

position until his pension is up or somehow retraining
or retooling back into clinical work or out into new

careers.

I've seen that happen to many of my colleagues

not because they lacked the technical know-how or the

interpersonal skills

,

but because they never learned

how to tolerate the tension, stress and distress that
comes with the turf.
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Another speaks of the difficulty in blending
models:
You've got to be able to know about blending

a

variety

of models--the medical model, social services
or advo-

cacy model, preventive model.

You've got to be able

to get people from each of those orientations to see

their common grounds and goals

Skills related to rural culture

.

When it comes to skills

related to dealing effectively with rural cultures, several
were mentioned:

You've got to have an ability to relate to the cultural

population that you serve.

That may be just as impor-

tant in the city as it is in the country.

But,

from

my standpoint, relating to rural people is very difficult for a city-bread and raised person.

You have to

be able to talk their language and convey your ideas
in a way that is comprehensible to them, and not use a

lot of jargon and verbage

people off very quickly.

.

That really turns rural

You have to be willing to im-

merse yourself in the community; become part of it; assume responsibility in the community; and really become
a community person beyond your work.

that

I

These are skills

don't think a lot of people appreciate.

And may-

be it's not really a skill but more a responsibility

and a commitment you must feel beyond your normal work
week.

You owe the community something beyond that; and
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if you don't do that, you're not going to make it as a

mental health administrator in

a rural area.

Another spoke of the ability to deal effectively with different groups of people:
I

think you've got to have a knowledge and ability to

move throughout the community on various levels or
stratas of the society--from the poor down-trodden

people who are barely able to speak English and often
don't have enough to eat and are always clammering for

more government assistance to

the upper-crust in the

community who have more than they really need yet are
tired of supporting, with their tax dollars, poor and

underprivileged people.

Then there are all the people

in between.

Two administrators stressed the need to understand and accept
the pace of rural life.

You have to be able to have some patience.
do things overnight.

They want to talk about mental

When it's not raining, they

health when it's raining.
want to farm.

You don't

The approach to the communities has to

be a casual thing, but not sloppy.

Another made a similar observation:
of
One has to be able to accept a slower development

programs and resources.

I

think that rural communities

pattern.
are slower to pull together into a change
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Skills related to working with other agencies

.

When re-

lating to other agencies, several skills were identified.
These include understanding the possible antagonism of other

agencies

You need a special interpersonal capacity to work with
other human service providers who tend to be, in my experience, in rural areas, even more rabid dogs than in

urban areas.

The competition for scarce resources, the

lack of cooperative approaches and the willingness to
cut other people's throats while going after a common

pool of dollars is just incredible.

This is partly because

of the scarceness of resources and partly because people

don't understand the ethics of administration of human
services

A similar sentiment was experienced by another administrator:
One of the skills you need is a willingness and ability
to work with other professional agencies that aren't

necessarily nice to you because they are expecting
things that you can't deliver sometimes, and they are

angry most of the time.
The importance of linkage with other agencies was mentioned.
It's important to be able to use what

s

already there

and build upon the existing community fabric.

The

rather
skill is to recognize what can be built upon
than building something that is entirely new.

The

t
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fabric is very thinly spread out over a large geographic area, but there are pieces already there and they've

really got to be incorporated.

The skill is flexibil-

ity and recognition of existing resources.

Experience

The administrators were also asked to identify experi-

ences in their own history that they found particularly helpful for their current role.

As noted in the previous chapter,

three types of experiences were identified:
1.

Type

I

Experiences:

Those experiences of a personal

nature not related to either academic training or professional work history.
2.

Type II Experiences:

Those experiences gained through

or during academic training.
3.

Type III Experiences:

Those experiences gained through

professional work experiences.
Over
8,

p.

657o

of the experiences related were Type

94).

I

(see Figure

Less than one-quarter of the responses related

to academic training

(Type II)

.

Two good examples of Type

I

experiences follow:
There were interesting dynamics between my mother and
father.

I

can go back to that.

My mother was very

open and listened, and my father was more authoritarian
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and

often needed to be able to walk between the
two.
Being an administrator has put me in a very
similar
I

situation in that
the same time,

I

I

could be the authoritarian, but at

want to be able to listen and be a

team member as well.

That family experience has helped

me be able to walk that line.

Another talked about growing up in a rural area:
^3,ised in a rural area helps.

the people better.

You understand

Having been a laborer and not al-

ways being seen as Joe College; having put in my time
in the woods and at very menial work,

I

think gives

one an appreciation for the perspective of many rural

people.

They are basically poor, and it's hard to be

in their shoes without having experienced some of those

things

Type II responses includes reference to such experiences
as graduate training in a rural setting,

sensitivity gained

through clinical training, training in community organization,

expanded ability to conceptualized learning during

doctoral training.

It was amusing to find one administrator

acknowledge the advantages of simply possessing a graduate
degree regardless of any of the degree's other values.
The relative lack of Type II responses is certainly

cause for concern.

At least theoretically, one would expect

training experiences to be highly correlated with job
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functions.

Although beyond the scope of this study, the rea-

sons for so few Type II responses should be examined.

Per-

haps it is a reflection of the inappropriateness of training

content, the lack of availability of training, failure of

training models, or other factors.

If training in mental

health administration is going to be continued through academic institutions, those issues should be fully explored.

Perhaps if it really is Type

I

experiences that are most

helpful, that there are other implications for both recruit-

ment and training.

Recruiting might focus more upon the non-

academic and work experience factors than is typically the
case.

In addition,

training programs might attempt to simu-

late some of the Type
to rural areas,

I

experiences; for example, exposure

exposure to culturally diverse groups, and pro-

vision of actual organizing experience during academic training.

Perhaps move "training while doing" models should be

encouraged

Problems of Planning, Design
and Administration

As in the previous chapter,

issues of planning and de-

sign will be discussed separately from problems of ongoing

administration even though they are clearly related.
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Planning and Design
The problem most frequently stated was the problem of

getting appropriate community involvement in planning.
®^3.1

Sev-

specific problems are included in the general category

of community involvement.

One factor is attitudes toward

mental health services
One of the problems in this rural area, and maybe in
others, is that the area tends to be politically con-

servative; yet, on the other hand, more personally accepting.

There's an attitude of "let’s keep the gov-

ernment out of this place."

You keep your problems at

home and you don't seek help--stiff upper lip and all
of that business.

To some extent,

that prevents them

from supporting or coming to a place like this; on the

other hand, in some cases, it's just as well that they
don't come to a place like ours.

For example, a family

might have a boarder in their house and they live pretty

miserably by my standards but contentedly by theirs;
and the boarder happens to be schizophrenic, but they
don't see any reason for intervention in that situation.

Given what we know about schizophrenia, I'm not sure
that they are not right!

Another expressed a similar problem:
One of the big problems is community resistance, par-

ticularly when

I

first came here.

There still is a lot
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of that.

There was an almost frightening level of fear

about what community mental health was all about.
idea of self-sufficiency is very prevalent here.
don

t

The
I

know if it's real or not, but there is at least

a real facade of self-sufficiency.

To say to people,

"Hey, you can turn to us--it's okay" is a real challenge.
I

think an organization like this in a rural community

is viewed as a mixed blessing.

Besides the social aspect

of it which the community is unsure of, it becomes a

major economic structure

and

that really has a dramatic

effect on gross economic productivity of the county.

We're one of the major employers.

That is very threat-

ening politically.
To hear about and think about a community mental health

program as being one of the major employers in an area is
somehow confusing and somewhat frightening.
say about a community?

What does that

Or perhaps more accurately, what

does it say about what governments do to local communities?

One could safely assume that if a mental health service was

supported only through local money, that it would not be a

major employer.

However, most of these programs are infused

with state and/or federal funds that allow them (and require
them)

to employ staff far in excess of that which local areas

could alone support.
This represents a very mixed blessing.
hand,

On the one

services are available through government funding that
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would never otherwise exist.

People are served who, in all

lll^slihood, would not be served.

community's

often

On the other hand, the

precarious economic balance is upset,

and dependency upon government funds and, therefore, government, is expanded.

In addition, it tends to reinforce the

national trend toward a service-oriented society and away
from a productive-oriented society.

This is a trend that

concerns many political economists.

Defining priorities

sometimes presents problems
One of the problems is that the center and the community sometimes perceive different priorities

.

If the

community had its way, we would devote most of our energy to outreach and follow-up kind of activities.

We,

on the other hand, see the need to drastically expand

our services to more acute problems that we really don't

have adequate resources for.
The history of social services in a community is sometimes
a major problem:

The job of a rural mental health administrator is to
do at least two key things

.

One is to make every ef-

fort to decentralize the services so that they are

readily accessible.

Second is actually selling the

towns on that decentralization

— really

showing them

that a regional system can work for them.

Community

leaders have told me time and again that they are sick
and tired of people coming in and locating smack in
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the middle of the catchment area

and

saying that they

^ regional service and then really not providing

services to all of the areas.

You've really got to

both decentralize the services and be able to communicate and document the local impact to people like se-

lectmen

.

The fact that many of the programs run by the administrators

interviewed receive federal funding is sometimes a problem
as noted earlier:
I

think in this catchment area there is a strong con-

servative bent that resists the whole area of human services

,

particularly if they are sponsored by the federal

government.

There's an attitude that's prevalent among

people that we will do for ourselves.

Despite the prob-

lems that exist, often they will continue to suffer

rather than say "help me."

think that we've done a

I

very, very poor job at breaking down those attitudinal

barriers.
should.

On the other hand, I'm not sure that we

I'm not sure that we should raise the dependency

level of people on government sponsored services.
The second most frequent cited planning and design problems involve limited fiscal resources.

problems are included in this category.

Several separate

Many of the problems

presented here are applicable to community mental health
genetically, not just rural CHMC

'

s

.

funding is federal creates problems:

Again, the fact that some
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There is a problem around collaboration with the comniunity for planning because of funding issues.

you know, the bulk of our funding is federal.

As

The com-

munity has a tendency to view the federal piece as intrusive and frightening.

They want to design a program

excluding federal funding.

The problem is that we'd

go out of business in a week without federal govern-

ment support.
The decreasing federal share of funding is noted:

Another problem is funding.

We are, in the federal law,

asked to provide such a very wide range of services
The federal dollars continue to shrink.

only been able to level fund.

The state has

There is more and more

pressure on the community to support these services.
This is a rural area.

What you hear is that this

county cannot afford your $100,000 operation and

ques-

tions whether it really needs such a broad range of

services.

You just can't continue to squeeze more and

more out of them.
someplace or

The funds have got to come from

else the programs have to be cut back.

The lack of consistency in funding creates its own problems:

One problem is that you really can't count on the con-

sistency of funding.
agony!

What you can count on is annual

You never know whether your grants are going

to be funded;

how much your grant funds are going to
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be, whether there is going to be enough cash
in the

kitty to fund Title IXX; and the whole host of unknowns
that we are confronting.

It becomes literally impos-

®ible to do the kinds of planning we'd like to do or
that the government requires because there is no pre-

dictability.

We've tried to sit down and plan where

we will be in four years, per the requirements of the

federal government, and it has become a ridiculous and

humiliating exercise.
Alice in Wonderland

.

It's like the worst parts of

It's gotten to the point where

it's somewhere between a dreamlike state and goddamn

nightmare.

Because of the constant changes in funding

structures, planning has become a joke.

Initial funding is also a problem in the planning process;
Initial financing is a real problem, especially in a

rural situation in which you have individual communities that tend not to think regionally.

In addition,

they don't have the independent resources, particularly with no industry to support a tax base, to do much
at all beyond the maintenance of schools

One administrator summed up most of the fiscal problems:
The whole fiscal component of planning is very diffi-

How do you use

cult.

What resources do you have?

them?

Do you build buildings or do you rent buildings?

Do you own property or do you not own property?

These
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3.11

very important to your survival

— how

do you solve

them, how do you approach them?

The third most frequently cited problem is programming given
the large distances involved:

One particular problem is geographic accessibility given
the fact that you always have fewer resources than you

need.

I

can think of some areas of our catchment area

where, during four or five months during the winter

it’s literally dangerous on any given day to drive over
the goddamn mountains to get to the mental health center!

Part of this problem is catchmenting and the ac-

tual transportation patterns.

The catchment areas are

often designed strictly for political and demographic
reasons

and

that’s been a real handicap in planning

services
The difficulty of establishing inpatient services in rural

areas was mentioned.

It is a problem that includes both

fiscal and geographic elements

Planning for inpatient care is a big problem.

It’s a

very expensive service and consumes a lot of potential
resources

;

and, yet, the

nature of the service is such

that people would like it as local as possible.

It

s

very difficult to get one inpatient service that is accessible to the entire catchment

area*,

but to have mul-

tiple units, consumes an extremely high proportion of

available resources.
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While the literature points to few differences between
urban and rural areas in clinical incidence

ministrators felt differently.

,

one of the ad-

He perceives this difference

as complicating the design of adequate programs

One of the problems in this area is how do you program
for some of the character problems you see that are ex-

tremely primitive?

Incest is not uncommon.

There may

not be the street violence here that you see in the
combat zone in Boston; but there is a kind of personal

vicious

,

primitive kind of violence which we see fairly

often.
So much for the tranquility of rural America!

Administration
When it comes to problems of ongoing administration,
fiscal issues head the list.

Many of the services needed

can't be reimbursed:
The population that we serve is primarily a poor popu-

lation so that we have a great deal of difficulty gen-

erating funding through fees even though we have a

pretty good arrangement with Medicaid for certain services

.

So much of what we do in rural areas is not

really like outpatient services but more outreach.

The

areas are
kind of services that we needed in the rural

reimbursed by
the kind of services that do not get
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insurance carriers.

That's the real contradiction in

where community mental health is going in the future.
What is needed is in another direction from where the
funders are going.

That's a real dilemma.

Dependency upon grants creates many problems:
Of course one of the biggest is money.

reality.

It never changes.

on two levels:

I

see the money problems

long and short term.

constantly being in and out of grants
just part of the field.

It's a constant

The short term is
,

but really that's

The big problem is the long-

term effort to know where you will be in five or ten
years.

There are constant changes in laws and approaches

which really are your basis for long term planning.

I

have no problem with the fads --you know this year it's
children; next year it's elderly.

We can play with

that, but what is the whole community mental health

movement about?

There is changing of philosophy.

What the implication of these changes are, for five
or ten years down the road, represents a major manage-

ment problem.
Problems with government agencies was the second most

frequently cited problem.

One administrator summarizes the

often mentioned problems
I

think there is real craziness at the top.

dealing with a system that is fragmented and

We're
is deal-

ing in a most superficial way with the problems we re
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supposed to be addressing.
reaucrats don

t

The state and federal bu-

collaborate

;

they compete and we often

get caught in the turf battles of the state and federal

officials.

There are insufficient attempts on the part

of both state and federal officials to rationalize the

system to make resource allocation and priority setting
a more straightforward

process that would allow pro-

grams to really plan.
The variety of reporting requirements seems to particularly

infuriate the administrators:
One of the complicating things is the many masters that

we have with a variety of funding sources.

One of the

biggest headaches we have in administration is providing

information and statistics to these people in the format

Much of the information is the same,

that they want.

but the format is always different.

We can't even use

the same narrative information we used last year because

the format has changed.

Hell, most of the information

we provide, these funding sources already have!

Another states:
One of the real problems is accountability or overac-

countability and documentation.

We've felt more and

more time going away from direct services into documen-

tation

srid

assuring everybody that the services are

high quality.

I

don't think it's unique to this agency.
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It

s

a.

situation of overkill, and it's time to start

yelling back and asking how much of this is relevant
to the services that are being delivered and that are

needed!

I

think the models that are being laid on us

are medical models

and

that's the kiss of death for

community mental health.

The day is coming when you

are going to have to say how long it's going to take
to cure a depression.

And when that happens, commun-

ity mental health is dead as far as any funding is con-

cerned because we can't do that and we shouldn't do
that.

We should be accountable, but not in that way.

Another expressed similar feelings:
I

think one of the biggest problems is

over accountabil-

ity--the paper, masses of paper, documentation, redocumentation.

It's primarily a problem with the state

funding sources.

It gets to be quite a problem when

you have over 30 funding sources.

A final note on the duplication of reporting requirements
I

think that there's a real lack of development and

utilization of data by the federal system.

Much of

the data we get is unusable, and the data that we are

forced to generate is ridiculous.

For example, we're

going through completion of the pre-site visit ques-

tionnaire for the Regional Office and its bizarre.

Every piece of information that is asked for is in
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their hands in a number of different places.

We've got

at least two reports to generate for them, on an
annual

basis,
I

that cover almost the exact same things.

Unless

tell the director of evaluation to drop a needs as-

sessment and two treatment outcome studies that we're
doing now and to pull back in our development of a man-

agement information system and do nothing for the next
two weeks but fill out that damned questionnaire, it's

not going to get done.

Nobody at the state or federal

level seems to have the sensitivity to think through

what these requirements really mean on the day-to-day
work level.

Manpower problems ranked third on the list of administration problems.

Recruitment and selection presents some

very special problems for rural programs
People think that they come up to the area and

that

it's one big rich vacation area; and, of course, it's not.

There are lots of disadvantages of living here, and
they often get disenchanted and leave.
In most rural areas, a staff member's life is very ex-

posed to the community's

scrutiny.

This produces some pe-

culiar problems for the administrator:
We had a major issue here a little while ago that in-

volved whether or not to hire a self-declared gay therapist.

We offered him the job and he said, "By the way.
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want you to know that I'm gay!

I

That issue in an ur-

ban area might not have even been an issue; but in a
rural area where everybody is going to know,
was an issue and

I

felt that

I

took it to my board of directors

It provoked one of the most heated and lively discus-

sions they've ever had.
issues:

There were a wide range of

What's his partner like?

Is his partner,

use their words, a "flaming queen?"

ably straight and

all light,

to

He may be reason-

but what if the guy he's

living with turns out to be a "flaming queen?"

The po-

litical impact of that on the credibility of the agency
was seen as something very important.

We did offer him the

style of the staff is an issue.
job.

The personal life

We were as frank with him, however, in offering

him the job as he had been with us in telling us that
We told him about the

he was gay in the first place.

that we were ready

ambivalence and concern we had and
to offer him the job.

He initially accepted

two

and

days later turned around and accepted a job elsewhere.
I

made the statement at the time that, for all

I

have gsy psople on my staff.

a

question I've ever asked anybody.

a

woman or a man?

.

.

.

That

s

I

know,

never been

Do you live with

Who's business is that?

If someone

on my staff who'd been here for three years and had

been doing good work came to me and said,

Hey,

I

want

and the rest
to come out of the closet and say to you
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of the staff that I'm gay."

I'd say fine; you're ob-

viously handling it very well and it's not a problem.
That

s

your business.

I'd be in a much better posi-

tion to defend that person to the community if
say,

"Look,

I

could

this person has been on my staff for three

years--no complaints; no problems; you've known this
person; I've known this person; we're certainly not going to fire him for that reason."

But to bring someone

new in that's waving the flag and saying "Here
it's a different story.

...

staff with problems - -divorce
that comes up as an issue,

I

,

I

am!",

We've had people on the

marital problems; and if
use that to indicate to

the community that we're not immune, anymore than a

physician is immune, to the diseases he treats.

We

have problems and we're subject to the same kinds of
problems, cares and concerns that anybody else has.
I

think if your life style too frequently is different

than the community's,

then, yes,

is going to raise questions.

the rural community

I've certainly sensed

the pressure on my own children and issues of how well

adjusted or maladjusted they are.

We've just had to

deal with that.

Staff resistance to change presents another type of manpower
problem:

Staff resistance to change is a major problem.

One has

different types of staff with different levels of
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commitment.

I

think the staff that you turn to for

support often tends to be your less secure staff--they
are professionally goal-oriented, but they are really
a

mixed bag between wanting and needing dependency on

the organization and wanting to be independent.

Any-

thing that comes along that threatens to change the

balance of their relationship with the organization
has to be dealt with very carefully.

I've found that

the greatest resistance to change, to augmentation,

occurs with the staff.

It's like they are saying,

"We want to be participants; we want to have input;

but we don't want to take responsibility."

That am-

bivalence about where one is personally, where one
is going professionally, is a staff problem which really

slows things down.

The visibility of one's life in a rural community is

not just a problem of recruiting.

It directly affects the

lives of the administrators and presents problems:
One of the big problems is that your professional life

and your social life are all rolled up into one.
of the issues that

I

have to face have to do with the

personal lives of the staff.
breakers

;

Many

but right now,

I

None of them are law

have a number of staff that

are divorcing or divorced; and this has created some

problems for me in the community

.

If one aspect of

administration is the relationship between your

158

program and the community and developing those relationships, then the personal conduct of staff is
prob-

lematic in a rural area.

You can't tell a staff member

to act a certain way after they go home at night;
and,
yet, you are held accountable for how they act.

A good

example was last summer when, after a party, one of
the staff members climbed into a car with some tran-

sient blond.

The next day,

I

got a call from two

board members saying, "What the hell were you doing?

How can you let something like this go on?

It seems

that you are accountable for your staff whether you

want to be or not.

You aren't blamed for what they

do in their private life, but you are held accountable

for it.

Personalization and informality of organizational structure were mentioned earlier in this chapter

and will emerge

as a positive aspect of administration in the next section.

However, it presents a double-edged sword.

One administra-

tor acknowledges some of the difficulties inherent in a

very personalized mode of operating:
One of the problems is the personalization of the operation.

I

came here as the only full-time professional

person fourteen years ago with

a

budget of $20,000,

and now there is a budget of well over a million dollars.

center.

This is my baby, and

I

was the mental health

The community saw me as the mental health
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People know

wlno

the boss is so they go right

to the horse's mouth with problems and complaints.

In

some ways, it facilitates planning and administration.

But on the other hand, it is an impediment because you
tend to personalize all the issues which is not always

desirable
The difficulties of managing a decentralized service

system were noted by seven of the interviewees.

The follow-

ing is a fairly typical statement about this problem:
In a rural area, you should have disbursed or decentral-

ized services and staying on top of the administration

problems in those decentralized locations is difficult.
Even the smallest administrative responsibility--a window gets broken down in (an outlying town in the ser-

vice area) --who do

I

get to fix it?

I

may not even

hear about it until well after it happened.

breaks down.

The heat

Staff that work out there, you don't

have as much contact with.

You don't know them as well

as the staff that work in your central locations

;

you

don't have day-to-day contact with them; you become

alienated from them and they from you.
a

I

think that's

very big problem just by virtue of the distance.

In the community support section, one will find the

board of directors cited as a positive factor in operations
of rural programs.

nomenon.

This apparently is not a universal phe-

Two administrators discuss different aspects of
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problems they see in working with citizen boards of directors

:

One of the problems I've experienced is the Board of

Directors

The law says that you shall have boards

.

that is made up of such and such types of people, and

they have the responsibility to do such and such.

perception is that it is all kind of a farce.

My

You

put a lot of time and energy into constantly keeping
them on top of things and aware.

It seems that if

they miss one meeting, then they're really behind.

I

guess I've come to feel that boards get in the way

more than really establish the kind of policy direction that you're looking for as an administrator.

If

you were to do what they do in big business and liter-

ally hire six or so brains to come in and give you direction,

I

think we would serve people in the community

a lot better.

I

really don't think the board composi-

as set down in the law,

can really accomplish

what the law is trying to do.

It seems like all of

tion,

the Board members have their own very narrow agendas

and this can be very detrimental when you're trying
to think about the total agency.

Another interviewee sees a different type of problem in

working with boards:
Working with a citizen governing board in this area
has some real inherent problems.

Many of the Board
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members are working in fairly low paying jobs or not

working at all.

We have to pay clinicians quite a

lot to get them to come here.

There is resentment on

the part of some Board members around staff's salaries

that's pretty hard to work through.
Again, federal requirements play a major part in the problems above.

Federally- funded CMHC

'

s

are required to have

governing boards with very prescribable compilation.

Maintenance of confidentiality and professional isolation were among the other problems listed in the interviews.
Of the confidentiality problems, one administrator states:
is quite different in rural

Confidentiality,

I

settings.

Your client may be your hairdresser

.

.

.

think,

or your gas station attendant, or your waitress when

you go out for dinner.

You have intimate contact with

your client population, and they sometimes don't want
to talk to you or acknowledge that they even know you

when they meet you on the street.
a

therapy session right there

or

Others want to have

worse want to tell

your wife what's going on in their family situation

because they assume she knows everything that is going
on.

The anonymity of both clients and staff is very

difficult to maintain in a rural area.

With regard to professional isolation, one interviewee
states

162

One of the problems for rural administrators is that,

by definition, we are so far away from other mental

health administrators.

They are a good potential sup-

port system for problem-solving, but they are so far

away that it's very difficult to get together and
share problems or successes.

Positive or Facilitating Aspects
of Planning, Design and Administration

Planning and Design
The major positive aspects of planning and design noted

by the administrators are their relationships with the community, their relationships to other service providers, the

informality of doing business, and the visibility of services.
As mentioned earlier, here again can be seen the tremendous

needs for recognition, status and a high degree of job per-

sonalization by the administrators:
One of the big rural issues that is really fun is the

impact of your own personality on the decision-making

process.

As an individual, you can really have impact

on all the levels whether in

its

broadest scope of

administrative concepts or the implementation of programs

.

There is a sense that you can identify a value

and implement it.

One good example is working with
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the Board.

You know board people at several levels--

as board people,

as people, as a person on the tennis

court, as a person in the school system, etc.

You can

have impact on their lives and their feelings of self-

worth so that you are not just working for them--you're
working with them and you have an impact on their personal growth.

Another example is you can, in a very

tangible way, get rewards from patients even though
you don't do the clinical work.

Another response reflects the same highly personalized approach:
One of the things that is helpful, at least in this

area--I hope it will continue--i3 the very personal

way of doing business.

Sure

fraught with person-

it's

alities, likes and dislikes, and the character disorders that we all have.

But there is a sense of inti-

macy and responsibility that comes with working in a
rural area.
One of the facilitating aspects of rural planning seems to
be the lack of bureaucratic control:

We don't have all of the red tape stumbling blocks.
If you want to use a garage or a barn to start a pro-

gram,

you can do that.

You don't have the State and

the Department of Labor looking over your shoulder.

You just go ahead and do it.
best for the client.

.

.

whatever you think is

:
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Administration
When one looks at the positive or facilitation
aspects
of ongoing administration, similar issues
emerge.
Relationships with other service providers, personalized
relationships with staff, the impact of the center director's
role
in the community,

simplified organization and management

problems, visibility of impact, rapid feedback, and positive

relationships with the community were most frequently mentioned as positive or facilitating aspects of administering
programs.

As previously mentioned, the need for recog-

nition and status came through clearly as
sponses

a theme in the re-

:

The most gratifying factor in administering a rural

program, whether other directors will admit it or not,
is the accumulation and ability to utilize power.

People have different motivations for doing that, but

power is the major goodie.
in it.

That's why most people are

When it comes right down to it, we're power-

oriented people.

.

.

we like the authority, the abil-

ity to say yes or say no even though it may make us

nervous.

We like the trappings that go with that--

the feeling of security and the feeling that you can

make a dif f erence--that people look to you for leadership and they depend on you.
I

jThat same theme can be seen in the
I

mini stra tor

response of another ad-
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Things are a lot more folksy.
is a 24-hour job.

personal in

a

Community mental health

Things can get too sterile and im-

metropolitan setting.

People go to work

at their center and they live in a suburb completely

divorced from it.

I

want my community to be healthier

for my sake and my family's sake

service provider.

and

not just as a

It's a total package, and you're bet-

ter able to be part of that if you are part of the com-

munity as a citizen as well as a service provider.
It's very difficult to divorce those two roles in a

rural area.
fine.

If you are comfortable with it,

that's

Some people--providers--come to the rural area

thinking they're going to get away from it.

They're

not going to.
Again, the highly personalized way of operating seems very

appealing to the administrator:
You do have much closer relationships with other care
givers and that has both a positive and negative effect.

There is a grapevine of gossip so confidentiality is

very hard to maintain.

on the other hand, you can

But,

call a clergyman and ask him to go down the street and
see somebody who is suicidal.

The administrative tasks

are blurred because you are dealing on a personal levof adel a lot of the time so a lot of the rigidities

ministration aren't there.
tration.

.

.

It's not textbook adminis-

it's a lot more personalized.
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Staff commitment and organizational flexibility
are key positive factors for one administrator:
One of the exciting factors of being an administrator
fs the flexibility and mobility of the organization.

You have to be constantly developing new tools and approaches, and that's exciting.
thing going on here.

why

I

There is always some-

tell people when they ask me

I

like it here that when

I

arrive in the morning

and go to put my key in the door of the center, it's

almost always open already, even if it's at seven in
the morning

The visibility of impact was a post factor for seven
of the administrators.

One expressed it better than most:

One of the positive aspects of planning is the ability
to see real progress and see program development.

That's much easier in a rural area.

There are services

there that you can see; it's something in reality- -you
can point to it; you can feel it; you can telephone it

and ask it for help; and it works.

Service Linkage

The three groups most often listed as being critically

important for service linkage by the administrators were
first, the medical community

j

second, the criminal justice
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system; and third, the schools.

Many others were discussed

and are listed in the previous chapter.

Figure

9

(p.l06) reveals many things.

A close look at
First, the ranking

of importance of agencies is what one might expect both

from the literature and common sense.

Together, these groups

are those most likely to encounter and identify individuals

demonstrating many types of psychopathology.

In addition,

of all the groups listed, the top three are among the most

professionalized groups listed.

One might expect that since

mental health agencies are highly professionalized, these
linkages might be easier and more sought after.
It can be implied by the data that the administrators

perceive that most linkages with crucial agencies are fairly
positive.

In nearly every category,

the administrators in-

dicated that the relationships (e.g., medical community,
schools, etc.) were mixed even though the majority were good.

Relationships with the medical community can be particularly

problematic as one administrator indicated:
Physicians are another problem and
is particular to rural areas.

I

think this problem

Physicians who choose to

practice in rural areas are very independent souls who
don't want anybody looking over their shoulders, including other physicians.

nipotent.

They have great needs to be om-

They are very fearful that we are going to

steal their patients.

They want to maintain control

over their patients' lives and therapy

.

Some physicians
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Particularly specialists who have more training, are

much more willing to recognize our specialization.
the G.P. is very difficult to win over.

But

There has been

some question of whether they are educable or trainable.
I

firmly believed that it is the medical staff of the

center that must be the link between the center and the

medical fraternity.

In an area with large geography,

this is very difficult and very expensive because you're

having your physician spend a lot of time traveling and
being "buddy-buddy"

and

that's hard to do when you have

very limited psychiatric resources.
My former psychiatrist left to become the Chief of

Counseling Services at a local college and is now chairman
of the County Medical Society.

He has said that when

he was talked to by other physicians in his role as psy-

chiatrist at the mental health center, he is shit.
He's a salaried physician and that's socialized medicine.

When they talk to him now in his private prac-

tice, he's God. Same person!

Mixed experiences were described when the clergy was
discussed.

In some cases,

that relationship is partially

positive
I

think we've been particularly effective in dealing

with the clergy in the community.
churchman

and

I've been an active

that was a very important move.

has been a very important factor in our center's

That
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relationship with that group.

We had a psychiatrist

that the clergy just couldn't stand.
deal with him.
No way.

I

I

said,

They just couldn't

"Look, he's not a churchman.

can't make him become one!"

But

I

could

vouch for his clinical abilities and say that this guy
is good,
b3.ntly

,

and they accept that and accepted him.
but they did it.

people on my staff and

Reluc-

Also, I've hired some clergy

in the old days before Medicaid

said they wouldn't reimburse their services; and they
are still with me.

They have been very successful, and

we have very good linkages with that group
In other communities, that relationship is not working as

well
We should have--but don't have--a good relationship with
the clergy.

When you think of the population we serve,

the clergy is a group that touches more of their lives

than anybody else; and, yet, the clergy don't seem to
talk to mental health professionals.

.

.

.

They kind

of view us as a Godless breed, and we view them as only

interested in God.

There's a lot of mutual mispercep-

tion--that's got to change.
The criminal justice system was the second most fre-

quently cited group for purposes of service linkage.

The

interaction that can and should take place between the court
system and the police and the mental health system is fairly
obvious.

The role of attorneys is frequently not considered.

170

One administrator saw that development of that linkage as

extremely important:

Attorneys don't understand mental health law, and we
should be out there helping them understand better

what we do.

It should work the other way too because

we sure as hell don't understand what they do.
Even the positive relationships have problems as can be
seen in one administrator's discussion of his relationship

with the schools
We have quite a positive relationship with the school.
The problem is the better the relationship becomes,
the higher their expectations are for services and the

more frustrated they become with our inability to meet
their demands.

Their demands are insatiable.

That be-

comes a problem because they then become disenchanted

and then you have to do a lot of reconciliation work.

We do have contracts with every one of the school districts in our area.
The Visiting Nurses Association was mentioned by several administrators.

Some have exceptionally good working

relationships with the Visiting Nurses Association:
The first thing we did in setting up our long term
care program was to link with the visiting nurses.
We have a very close linkage and they are following
in the home some

377o

who are discharged from the state
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hospital.

.

.

.

It has made a fantastic difference

in the care picture!

problems

,

It's an early warning system for

and it looks at the person as a whole person

within his environment.

...

We're also involved in

inservice training with the VNA.

The state hospital

had a program of notifying the nurses when a patient
was leaving, and they then had to make a one-shot visit
into an environment they were afraid of.

So by giving

them the inservice training, they feel more comfortable

visiting a patient with a psychotic diagnosis

They

.

feel a lot better about doing what they are doing.

And

the result is when it has come to budget hearings in
the towns --we've had a lot of support from them.

They

have spontaneously, without being asked, gotten up and

testified for us which is very unusual.
In some communities,

the relationship with nursing homes is

less than satisfactory:

Nursing homes are very important, and we've had virtually no contact with them.

That's a wide open market.

They tend to see us as threats --coming in to tell them

how to run their business; to encourage their patients
to be more active and self-sufficient rather than sit

there and watch television
in bed and quickly die.

— be

good patients

,

lie there

They also tend to connect us

find
with the licensing authority who are coming in to

fault
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One administrator speculated that the
nature of linkages

with other agencies is somewhat different in
rural areas:
There is an interesting thrust to linkage with
other
agencies when you're in a rural area.

It's often more

than linkage that's needed to work effectively with

another agency.

There's a need to help other agencies

develop specialty services, but you really can't pull
out once you've done that.

support that.

You may have to stay and

It's not just collaboration or linkage;

it's really like engagement with other organizations

that's important.

Community Support

No community- based agency can service and grow without

support from a variety of community elements.

This section

was Included in an effort to begin to look at sources of

power in the rural community.

What groups are most impor-

tant to the survival of the agency?

Given the variety of

tasks the administrators must perform, which groups must
be sought out and courted first?

The data in this section

is not intended as a substitute for looking closely at each

community, but it may point to some patterns.
Local and county governments were most frequently cited
as important support groups.

Specific government power

sources may vary considerably from one community to another.
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In some areas,

the power might be the town selectmen (or a

subgroup within the selectmen), the town manager, the county
commissioner, and so forth.

This is again a group in which

one might expect to find considerable variability outside

New England.

In most New England states, the county govern-

ment is virtually nonexistent; and nearly all local power is

vested in town and city governments.

In other regions of

the country, that balance is radically different.

The ad-

ministrator of a local mental health program must be very
aware of the impact government structures have in his ser-

vice area and, also the key power groups within that structure

.

The board of directors of the mental health agency

seemed to be second on the list of important community sup-

port groups.

These are groups whose source of power is very

difficult to pin down.

Obviously, they are very important

to the administrator organizationally since the board hires

and fires directors

matically.

.

The composition of boards varies dra-

Federal requirements of governing boards of

mental health centers is described in Chapter II.

By defi-

nition, the group is diverse with respect to socioeconomic
status, geographic representation, age, and so forth.

For

this reason, it is virtually impossible to identify the

real focus of power in the service area (e.g., a specific

with
town, a specific family, etc.), and load the board
that group
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What the administrators seems to be saying is that as

a

group, perhaps because of its diversity, the board assumes
its own power that is greater than the sum of its less pow-

erful parts.

At minimum, it becomes incumbent upon the ad-

ministrator to be knowledgeable about laws regarding the
governing board as well as local power sources

.

Only by

combining knowledge of these two factors can the administrator make maximal use of the power of the board.
State legislators were frequently noted as being cru-

cially important.

Again, the importance of this group may

be both a rural and a New England phenomenon.

that

ments

in

New England with

that

It is likely

its absence of county govern-

the local and state government structure takes

on an importance not seen in other parts of the country.

The importance of state legislators may also be a rural

phenomenon
Without diminishing the role of the state legislator
from a rural area, he or she may be able to pay more attention to one single part of his constituency.

By the very

nature of the area he represents, there are fewer people,
fewer agencies, fewer major social problems, and so forth.
For these reasons, he may have more time to hear and learn

about mental health programs

and more energy to devote to

mental health advocacy with his colleagues.
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Local advocacy groups are important.

Specifically

noted by the interviewees were the Mental Health Association, Mental Retardation Association, and various groups

advocating for the needs of children, elderly, alcoholics,
and so forth.

There did not seem to be any of the groups

mentioned specifically throughout the interviews which
leads to the conclusion that the important advocacy groups

vary considerably among catchment areas.
Again, wide ranges of school personnel were mentioned.
In some cases

,

it was the superintendent who was the source

of power and support.

key players.

In others, the principals were the

In still others, the teachers or guidance

counselors were cited.

As with other groups, the implica-

tions seem to be that school personnel are very important;

but the important people within that system vary among com-

munities

.

The clergy plays a unique role in many communities as

can be seen by their presence in both Figure
ages) and Table 10 (community support)

.

6

(service link-

They may frequently

be both providers of mental health services and high powered

community leaders in roles other than mental health service
provision.

They appear to be very important in both roles

and clearly should receive much attention from the rural

mental health administrator.

Others noted were local busi-

ness leaders and service clubs.

Effective relationships

with service clubs can accomplish multiple objectives.
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The service clubs--like Elks, Lions and Rotary--have

been extremely important.

They invite us in to talk,

and we do a lot of mental health education in one-hour
meetings.

They get to know us and, when needed, are

very supportive.
The importance of the medical community was noted again
in this section, however,

In the previous section,

in a slightly different context.

the medical community emerged as

the most important service linkages for the rural mental

health administrators interviewed.

Their mention in this

section refers to the social power of medical community in
the service area.

Specifically mentioned here were such

groups as the hospital boards of trustees

istration and local physicians.

,

hospital admin-

It appears that the support

and involvement of the medical community is important in

nearly every context.

Conclusion

After looking at all of the information in this and
the previous chapter, what can be concluded about rural mental health administration and the administrators?

definitive answers emerge.

Very few

However, the data points to

speculasome patterns and provides justification for some
^^ion.

Following are some of the themes that emerge from

the data:
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1.

The administrators interviewed for the most part

have a strong need to personalize the operation of their

^®ntal health centers.

There is a recurrent need expressed

to be viewed as important in the community social fabric,

powerful in the eyes of other service providers, and to com-

munity in general and to personally control what happens
internally within the agency.
2.

The sources of satisfaction to the administrators

are more related to their life style more than their jobs

although there are themes of recognition and power that run
through both aspects of their lives.
3.

The administrators' preparation for their roles is

inadequate.

Most of their training was in areas demanding

skills other than those currently needed.

They have trouble

getting the training they need for a variety of reasons.
The administrator relies heavily upon life experiences that
are not related to professional experience or training.

crucial question remains unanswered in this regard.

A

Do the

experiences most helpful to the administrator (e.g., doing

manual labor, living in rural areas, being poor, etc.)
really prepare them in the best way to be rural mental health
administrators, or do they rely on those experiences because
they have not had the training they think they need?
4.

The administrator must face a great deal of cogni-

tive dissonance.

In nearly every aspect of the job,

they are

L
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involved with tasks, individuals, and groups which they find
to be both assets and liabilities.

For example, the nature

of rural communities allow them to accomplish things they

could not do elsewhere.

At the same time, that very commun-

ity prohibits them from doing other things.

The medical

community involvement is mandatory to effective operation,
and is both supportive and problematic.

istrators run federally-funded programs.
ing,

Most of the admin-

Without that fund-

the array of services offered would not exist.

At the

same time, the administrators see many of the federal funding requirements as unclear and sometimes inappropriate to

rural areas
There exists a fine line between inference based upon
the data collected in a study such as this and speculation

based upon insufficient data.

The imagination could easily

lead to many more statements about administration and the

administrators, but their validity would be very questionable.

The next logical step is to analyze some of the im-

plications of the material presented thus far.

CHAPTER

VI

IMPLICATIONS AND SUMMARY

Collecting data is worthless unless it can be given meaning.

The purpose of this chapter is to, in light of the ma-

terial previously presented, examine ways to make that infor-

mation useful.

A great deal of information has been presented.

When it is looked at in its entirety, the material has major
implications in at least seven areas:
1.

Implications for recruiting rural mental health ad-

ministrators;
2.

istrators
3.

Implications for training rural mental health admin;

Implications for continuing education of rural mental

health administrators;
4.

Implications for internal organizational relationships

5.

Implications for government's relationship with rural

mental health service programs;
6.

Implications for other community mental health ser-

vice programs;
7.

Implications for future research and exploration.

This chapter will discuss each of these topics.
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Implications for Recruiting Rural
Mental Health Administrators

It is very difficult to discuss the recruiting implica-

tions of the material presented without making questionable

value judgements of the administrators involved.

A major ques-

tion to be addressed by those recruiting rural mental health

administrators is, "Are the characteristics described in this
document what we want (i.e., Are they desirable?) or do we
want, on the basis of this data, to find another type of ad-

ministrator?"

For example, the data indicates most of the

administrators interviewed came from urban areas.
fact.

Should that be the case?

swered by this study.

That is

That question cannot be an-

One cannot state on the basis of this

study that those coming from urban areas are better or worse

administrators or, if indeed, location of their previous job
is even an important factor in their job performance.

The administrator emerges from this study as a highly

invested individual very dependent upon recognition and power

both internally in the organization and externally in the
community.

Current attitudes place

a

negative connotation on

those characteristics; but are they really negative?

Are

they really different from other mental health administrators?
execuAre they indeed different from most individuals in high

tive positions?

There is no reason to conclude from this

detrimental
study that these characteristics are negative or
in any way.
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It was not the purpose of this study to address
all of

the above issues; nor is this study intended to ascribe
pos-

itive or negative values to personality characteristics of
the interviewees.

One can, however, speculate on probable

behaviors and organization issues that may emerge from these

characteristics
Regardless of the background or personality characteristics the individual must perform in the job.

This study has

identified several aspects of that job such as its problems,
its positive aspects,

the skills necessary to perform it,

key service linkages, and sources of support necessary for
smooth operation.
Those recruiting rural mental health administrators

should carefully review the data collected and attempt to recruit based on some of the critical data.

For example, most

of the interviewees said that most important training needs

were in the area of organization and fiscal management.
Those recruiting should look for individuals with that training.

As another example,

the medical community emerges as

the most important service linkage.

It would be wise to re-

cruit an individual with a good track record of working with
these groups

or,

at minimum, a positive attitude toward the

medical community.
Perhaps one of the greatest recruiting implications comes
from the finding that life style plays such an important role
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in the administrators' desire to remain in a rural area.

It,

therefore, becomes very important for recruiters to examine

how well a person will fit into the community.
have to become part of that community.

He or she will

The potential admin-

istrator should have a realistic expectation of rural life.
They must be willing to have much more of their private lives

exposed than would be necessary in urban areas.
of the administrators come from urban areas,

Since most

their ideas about

rural life and work may not be terribly accurate.

One could

hypothesize that those who choose to work in a rural area following a more urban experience appear to cluster in two pri-

mary categories.

First, there are those who may, in effect,

be attempting to escape from the "rat race" of more urban pro-

fessional practice.

The second group may be seeking a specific

type of life style.

The second group could be further divided

into those who have realistic expectations of rural life and

culture, and those who seek to fulfill their fantasies about

rural life.
One could speculate about implicit assumptions that seem
staff;
to be present in these mental health administrators and

and their presence or absence may be critical factors in de-

termining their retention and effectiveness.

These assumptions

include
1.

There is less peer competition in rural areas.

2.

as in
High levels of expertise are not as important

urban areas
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The mental health problems are fewer
and, therefore,
the job will be easier.
3.

There are less time demands in rural areas
and,
therefore, there will be additional time to
pursue other activities
4.

.

5.

Rural life is cheaper.

6

.

There is less professional accountability in rural

7

.

The reduction of external stimulation will resolve

areas

marital and family problems.
8.

Personal idiosyncrasies (or pathology) will be less

visible and important because of the extreme need for professionals and tolerance of diversity in rural areas.
The extent to which these assumptions and expectations

are realized in the rural environment may be the critical fac
tors in success and retention.

Obviously, those selecting the mental health administrator must be able to accurately assess the nature of the envi-

ronment and the assumptions of potential candidates.

This

implies that they must ask different types of questions fo-

cused on such factors as attitudes, motivations, expectations
and past experience in considering candidates.

One

XN^ould

ex-

pect that those who are "escaping" and those who have unrealistic expectations of rural work and rural life frequently
do not last long and may present major problems for boards,

staff and the community at large.
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Implications for Training
Rural Mental Health Administrators

The training implications of the study are perhaps the

most easily extricated.

The training needs expressed by the

administrators could almost provide

a

curriculum for mental

health administration. Based on the findings of this study
that curriculum should provide, at the minimum, training in
the following areas:

basic management theory, fiscal manage-

ment, organizational development, the development of quality

assurance programs, the technology of program evaluation and

management information systems, and the dynamics of power.
Training needs can also be inferred from other sections

.

For

example, since the largest problems seem to be in establishing

appropriate relationships with communities and with government
requirements

,

specific training in both community organization

and the role of various government agencies and levels is ap-

propriate.

Since the major service linkages are the medical

community, the criminal justice system, and schools, some spe-

cific training on the nature of these groups and dealing with
them seems indicated.

When asked about past experiences that were most helpful
currently to the administrators, very few cited academic experience.

Since most experience mentioned had to do with ex-

experiences,
posure to rural areas and early organization
those
training should attempt to provide or replicate
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experiences to the extent possible.

In addition, a variety

of training models should be explored.

Particular emphasis

should be placed on the use of actual administrative
tasks
as a training device.

This would insure the appropriateness

of training to provide easy evaluation of mastery.

As part

model, training progress in mental health administration should include an internship or practicum experience
that involves working closely with administrators in the field.

Implications for Continuing Education

Many of the statements in the previous section are relevant here.

Available time seems to be the greatest deter-

rent for the administrators interviewed.

It is ironic that

almost all mental health service programs recognize the need
for and reserve time for inservice training and continuing

education for staff, but few formally recognize those needs
for the administrator.

Perhaps the assumption is that he has

to go to numerous conferences and meetings,

does not need training as such.

and therefore,

An annual plan should be ne-

gotiated between the administrator and board for continued
education.

It should include a statement of the content of

the training (perhaps with input from the evaluation) location, cost and time required.

That should be considered an

integral part of the employment contract.

The possibility
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of

S’
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suggested by one of the interviewers.
The availability of appropriate training can be reme-

died if enough administrators have the same training needs.

National Institute of Mental Health Staff College Programs
can be developed and made available to administrators in the

most accessible location.

Training can be designed and im-

plemented by the National Council of Community Mental Health
Centers.

New England is the home of one of the nation's few

doctoral programs in mental health administration at the

University of Massachusetts in Amherst.

That curriculum

could be modified in such a way to meet the needs expressed.

Administrators could be encouraged to audit courses there.
That program may consider offering courses at locations other
than at the Amherst Campus.

Given the personality characteristics that emerge from
the data, one might anticipate that continuing education op-

portunities would be greeted with some ambivalence by the administrators.

It may be that training, geared towards running

maximally effected and efficient organizations, is less important to them than assuring their own control, status and
informal power.

As noted in the previous chapter,

training

may be resisted because, particularly in the area of organizaand
tional management, it may point towards more formalized
less personality dependent operations.

One might expect that

and
potential to be fairly threatening to the administrator
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may,

in fact, keep him away from the training.

Training con-

tent should be geared toward stressing the potentially greater

freedom possible in formalized organizations.
As one strategy to reduce the toxicity of training and

utilize the administrator's personality characteristics, the
training could result in increased community and organizational
recognition.

For example, certificates of training completion

could be awarded (as per the NIMH Staff College)

;

and press

released could be prepared by the sponsors of training for

distribution to the home town newspapers of participants (as
per the Association for Rural Mental Health)

.

These efforts

should not be expected to eliminate potential resistance.

Implications for Internal
Organizational Relationships

The data has implications for organizational relation-

ships both above and below the administrator on the organization chart.

Above the administrator on that chart is the

Board of Directors.

As noted earlier, almost every group

both presents problems and assists the administrator.
board is no exception.

The

One might expect the administrator to

Administrators are

be quite ambivalent about that group.

job severy dependent upon the board both in terms of their

(since the
curity and their relationship to the service area
This may be a very
board is a cross section of that area)
.
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positive aspect of the relationship that involves
mutual exchange of helpful information and joint problem-solving.
However, board involvement may be seen as an affront
to the

administrator’s personal power and authority, and problems
may result.
In addition, because of the nature of rural areas, board

members and the administrators may relate in other community
roles (e.g., family, friends, same church, recreational companion, etc.).

This may make it very difficult for board mem-

bers to accept their responsibility to evaluate the administrator

,

and even more difficult to take punitive action should

that be indicated.

It would not be unreasonable to expect

that both board members and the administrator may wish to max-

imize the nonwork relationship and minimize the supervisory
role.

That behavior could have organizational ramifications

such as reduced accountability.

Below the administrator on the organizational chart is
the staff.

The data also has implications for administrator/

staff relationships.

As with the administrator/board rela-

tionships, because of other community relationships outside of
the organization, supervision may be difficult.

It may be-

come more difficult for the administrator to risk antagonizing a staff member due to the difficulty in recruiting staff
to rural areas

The personalized relationship with staff, so prized by

many of the administrators interviewed, can also be

a

very
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blsssing.

mission.

It can enhance esprit de corp and a sense of

Staff may be willing to go beyond their assignment

duties because of their sense of unity and group commitment.
At the same time,

there may be problems.

It could be that

this factor contributes in a major way to staff burnout.

Informal and highly personalized relationships between
administrators and staff can have other inherent problems.

Under such a system, leadership and power tend to become

a

function of personality rather than position in the organization or job definition.

This,

in turn, may contribute to de-

structive relationships between staff and executives such as
either over idealizing the administrator by overestimating
his strength and capacities or depreciation and underestimation.

The organizational consequences of such a relationship

is vividly described by Zaleznik

Dynamics of Subordinacy."

(1975)

in his article,

"The

He describes such phenomena as job-

hopping, poor work performance coupled with eloquent verbal

criticism, sudden reversal of attitudes towards the administrator, and staff assuming tasks above their competence level

--all can result from inaccurate perceptions and destructive

relationships between staff and administration.
Many of the problems described are largely a function of
static hierarchical organizational structure.

Potentially,

establishmany of the problems described can be minimized by
and respect,
ing clear expectations, developing mutual trust
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and emphasis on task-oriented design rather than traditional

hierarchical vertical organization.
The above position points to mental health service de-

livery through private nonprofit corporations having flexi-

bility in organizational design as opposed to government -run
services that seem constrained by civil service regulations

requiring vertical structure based upon the number of staff
supervised or amount of money controlled.

Implications for Government's Relationship

With Rural Mental Health Service Programs

As noted in the previous chapter, government involvement
in the provision of mental health services presents a very

real dilemma.

Government funding enables the establishment

of otherwise unavailable services; and yet, at the same time,

that funding can substantially modify the economic balance
of a rural community as well as encourage--if not demand--de-

pendence upon the government.

Government funding agencies

can be of major assistance to rural areas by addressing that

dilemma seriously, and providing rural areas with enough funds
to substantially impact upon mental health needs while not

flooding the area with excessive resources that the community
diminishes.
has no potential of absorbing as government funding
as
Many of the administrators were extremely articulate

funded
they voiced the problems of operating government-
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programs:

unclear expectations, inappropriate requirements,

meaningless feedback, excessive and duplicative reporting demands, and generally insensitive treatment.

Each of these

Problems could at least be reduced if taken seriously by government funding sources

Representatives of government funding sources can enhance
these relationships with rural programs by following some of
the guidelines presented in the previous section--establish

clear expectations, development of mutual trust and respect,

and emphasis on the task at hand rather than power negotiations.
If these guidelines are followed,

there is no reason why one

person cannot perform both monitoring and consultation functions

.

Rural programs present many exciting and frustrating

challenges for the government (or other) consultant to rural

mental health programs.

For example, one may also expect to

find a resistance to formalization and depersonalization of
the organization.

Those concepts may be very threatening to

all of the organization's players from the board to the staff.

The consultant could also expect to be met with ambivaparlence on the part of the staff, administration and board,
agency.
ticularly if the consultant is from a government funding
(or money)
He may be welcomed because of the special expertise

be inflated
he possesses, and the importance of visits may

and agenbecause of the traditional isolation of rural areas
cies.

and
At the same time, consultants may be resented
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sabotaged because they could represent

a threat to the per-

sonal power of the administrator and they may be perceived
as outsiders,

particularly in New England, as an affront to

"Yankee independence."

The consultants may be over-idealized.

They may be seen as the "saviors" and solvers of all problems
if operations are not going well.

they cannot help but fail.

Under such circumstances,

Thus, extensive and repeated

clarification of the task and the limits of their expertise
is called for.

The attitude of the consultant may also reduce effectiveness.

There may be a tendency to view rural people and rural

programs as simplistic and unsophisticated.

As the data from

this study indicates, such is certainly not the case.

Any

consultant to rural programs should be thoroughly knowledgeable about rural areas, rural programs and resist any temptation to infantalize rural people or programs.

Implications for Other Community
Mental Health Centers

Perhaps what emerges from this study is a picture of

community mental health in its purest form.

What has been

presented in this dissertation is the very essence of community mental health.

To relate the findings only to rural areas

is to not make full use of the study.

Much of what has been

presented can be utilized in other areas
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although this is a study of rural marital haalth sarvicas,
it is hard to baliava that many of tha issuas,

quastions,

problams, advantagas, and so forth ara not applicabla to most

community mantal haalth programs.

For axampla, ona would

axpact many of tha training naads and constraints (with tha

possibla axcaption of distanca) to ba tha sama ragardlass
of location.

Certainly soma of tha problams of dealing with

government funding agencies have been voiced before in other
settings.

The problems may be more intense in rural areas,

but one can reasonably assume that most exist elsewhere.

Regardless of the content of the responses, the types
of questions asked provides a guide useful for administrators as they approach their job and their communities.

Much

will have been accomplished by this study if mental health
administrators in any area will simply examine themselves,
their programs and their communities by asking the same

questions

Implications for Further Research

Another dilemma exists in the area of research or mental health administration.
in rural areas.

The problem is simply intensified

The individuals with the most to contribute

to
to the field have the least job sanction and resources

do so

on
It is no accident that nearly all of the research

mental health administration

is

anecdotal--research of the
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type here and survey research using in-depth
interviews re-

quires massive amounts of time and other resources.

The

people probably best qualified to do the research--mental

health administrators--do not have research like this sanctioned as part of their jobs (nor should they)

.

The only

available to do this type of research and possessing

potential resources are academic institutions.

However,

mental health administration is far from being a high priority in academia.

A possible approach to this dilemma is the establishment
of research advisory panels such as those utilized in phys-

ical health to insure that duplication does not occur; and

that any agreed upon priorities for research are followed.

Such a group, made up of mental health administrators, could

advise both government agencies and those few universities

involved in research on these topics

.

Following are a few

suggestions for further exploration that would significantly enhance the study of rural mental health administration:
1.

More needs to be known about the personality struc-

ture of successful administrators.

Both more descriptive

research on the personalities of successful rural mental

health administrators and comparative research on similarities and differences between rural mental health administrators,

their urban counterparts, and successful executives,

in general,

seems indicated.

Perhaps then success could be

predicted and useful screening tools could be developed.
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A similar study of the cohorts of the administrators

2.

who left rural areas would provide much useful data.

Exploration of a variety of training and continuing

3.

education models for rural mental health administrators is
needed.
4.

Since it seems clear from this study that the role

of rural mental health administrators is a highly personal-

ized one, it would be useful to study the source of personal
stress for the administrator.

This

could perhaps be a com-

panion to more general research on sources of stress in rural
areas
5.

While the study was designed specifically to focus

on rural mental health administrators, one cannot help but

wonder what some comparative data would reveal.
skills needed any different in urban areas?

Are the

Are the motiva-

tions of the urban mental health administrators any different?

Which of the problems of design and administration

are the same or different?

Are there any basic personality

differences between urban and rural administrators?
6.

What is the long range social and economic impact

rural
of large infusions of mental health service money into

areas?
7.

in other
It would be useful to replicate this study

responses.
regions of the country to compare and contrast
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Summary

As noted in Chapter

I,

this study was designed and con-

structed for the purpose of exploring seven questions related
to administration of rural mental health service programs:
1.

What are the characteristics (disciplinary training,

prior life and work experiences

,

and motivation for coming

to and remaining in the rural areas) of mental health admin-

istrators currently working in rural areas?
This study has shown that the administrator comes from a

wide variety of professional descriptions.
and psychologists dominate.

Social workers

Most come from urban areas and

have both administrative and clinical experience.

They came

to rural areas for reasons of life style choice and profes-

sional advancement.

The factors that contribute to their

staying are predominately related to life style.

Most find

some of their life experiences not related to academic training and work experiences are most helpful in their job.
2.

What types of training have they had in what spe-

cific areas; what skills do they perceive as necessary for

effective function; and what do they perceive as their training needs?

Only 60% have had specific training in mental health administo
tration; and only one in four have had training related

the special needs of rural areas.

The training they have had
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is described.

They list important skills in the area of in-

ternal management, rural culture and effect relationships

with other agencies.

They discuss many training needs.

in the areas of business and fiscal management and

organization development were most frequently noted.

Time

emerged as the most important factor prohibiting training,

although availability of appropriate training, geographic

accessibility and financing were also problems.
3.

What do they perceive as the major problems of de-

sign and administration of rural mental health service pro-

grams?
The administrators interviewed identified several problems.

Most of the problems relate to the difficulties in establishing appropriate relationships with their communities, lack
of financial resources and unclear and inappropriate govern-

ment requirements.

Difficulties caused by physical distances

in their service areas and manpower problems are very impor-

tant

.

4.

What do they perceive as the major positive or fa-

cilitating factors of design and administration of rural
programs?
The administrators spoke of several positive aspects.

Head-

ing the list were their relationships with other service

agencies; their relationship with their communities; and
the informality of relationships.

Personalized relationships
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with staff and the impact of the administrator's role in
the community helps with ongoing administration.
5.

What do they perceive as the most critical service

linkages in their rural areas?
Again, several were discussed.

The three most important

that seemed to emerge are the medical community, the criminal justice system, and the school systems.
6.

What are the local groups and/or institutions whose

involvement seems most important in the development and operations of mental health services in the rural areas?
The most important support sources are local and county gov-

Several others were frequently cited including

ernments.

the board of directors,

state legislators, local advocacy

groups, school personnel, clergy, local business leaders,

service clubs, the local medical communities, the United Way,
and others.
7.

What programs or strategies have been developed by

rural mental health administrators to overcome specific

problems or maximize specific advantages of design and ad-

ministration in the areas?
proFew administrators were able to respond with innovative

grams or strategies.

However, four were able to respond, and

those responses are presented in Appendix

B.

The strategies

getting
are in the areas of long range program planning,
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financial support for towns and reducing
problems with other
agencies.
One program for the development of a
division of
rural mental health within a community mental
health center
is described.

Conclusion

What has been learned by this study goes far beyond the
questions above.

A view of the personalities of the adminis-

trators begins to emerge.

The complexity of administration

in rural mental health centers becomes clear.

The intricate

fabric of service organizations, support groups and multiple

community roles begins to come into focus.
This study has broken new ground.

It has gathered data

never gathered before and collected that from the most informed sources.

The study provides information useful to a

variety of audiences from researchers to administrators
One cannot help but believe that a greater understanding of the myriad of complex issues involved in rural mental

health administration can result in better services to people.
It was toward that end that the study was undertaken.
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Footnotes

An attempt has been made throughout this document to

eliminate or at least reduce sexist language, particularly
the generic use of he

\

.
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Appendix

Interview Format

A:

Data Sheet

Administrator's Name:
Organization:

Population served:

thousand people

Service area covers

square miles

PART
1

THE ADMINISTRATOR

I:

What is your professional discipline ?

.

Board
_Psychiatrist

_eligible

Board
certified

_Psychologist

_B.A.

M.A,

B.A.

M.S

Social Worker

Foreign
trained
Doctorate

.W.

Doctorate

Psychiatric Nurse

Hospital Administrator
Other (specify)
2

.

How long have you been the administrator of this program?
^Less

than

1

1

to 2 years

2

to

5

year

years

Over five years (specify)
3

.

Previous experience
a

:

What was your prior job or activity? (specify)
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^Mental health related
^Not

related to mental health

b.

With this agency?

c.

What was the nature of that job?

(specify if not)
(specify)

Administrative

Student

Clinical

Other (specify)

Academic
d.

Has most of your professional experience been
(specify)

e.

Administrative

Academic

Clinical

Other (specify)

Your prior job was in what type of setting?

Rural

Mixed (specify)

Suburban

Other (specify)

Urban

f.

Would you describe most of your work experience as

Rural

Mixed (specify)

Suburban

Other (specify)

Urban

g.

health ad
Do you think of yourself as a rural mental

minis trator?
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h.

^

Are you a member of the Association for Rural
Mental
Health?

Reasons for coming to a rural area

•

a.

:

What were the major factors that brought you to work
in a rural area?
Note:
Attempt to categorize responses as follows:

Professional or career growth
^Life

style choice

^Family factors

^Financial factors

(e.g.,

salary, cost of living, etc.)

Combination, can’t differentiate

Always lived in rural areas
^Always worked in rural areas

b.

Please rank the responses above in the order of im-

portance

5

.

.

Training/ training needs
a.

:

What specific training have you had in mental health
(Specify courses, workshops, conferadministration?
ences, etc.)
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b.

What specific training have you had that was specific
to rural areas?
(specify courses, workshops, conferences, etc.)

c.

Of the above, what were the most useful in your current job?

d.

Of the responses in (a) and (b)

what were the least

useful?

e.

List the most important training needs for you now.

f.

Please rank the needs listed above in order of their

priority

What are the factors that prohibit you from getting
(specify)
that additional training?

NOTE:

Attempt to categorize responses as follows:

Training not provided
Time constraints

Financial constraints
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Geographical constraints
Other

h.

Please rank the factors listed above in order of
their importance in your situation.

i.
j.

What skills (these may or may not be related to specific training) do you feel are important to good
administration of a rural mental health service program?

Of your total life experience, what are the factors

clinical training or experience, administrative training or experience, family experiences)
that have been most helpful for your work in this
(e.g.,

rural area?
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PART II

:

PROBLEMS OF DESIGN AND ADMINISTRATION
(Describe the difference between planning/design
and administration)

1

.

2.

Planning and Design
a.

What are the major problems that you faced as
you beto plan for and design mental health services
that are a function of the area being rural?

b.

Please rank the problems noted above in order of
their importance.

Administration

a.

What are the major problems you face as an administrator in this mental health service program that
are a function of the area being rural?

b.

Please rank the problems noted above in order of
their importance.
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NOTE

la

:

Attempt to categorize responses in Part II as
follows

^ ^
Attitudes toward mental health
Lack of effective models
Staff recruitment

Staff retention
Staff supervision

Initial financing

Ongoing fiscal support
Other service providers

Local community leaders
Local government requirements
State government requirements

Federal government requirements

Conflicting governmental requirements
Large geographic areas

Geographic barriers

Confidentiality
Lack of referral resources

Community visibility
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PART III:
1

POSITIVE ASPECTS OF DESIGN AND ADMINISTRATION

Planning; and Design

.

a.

What are the major positive or facilitating factors
in your service area that are a function of its being a rural area that have enabled you to plan and
design effectively?

b.

Please rank the factors above in order of their importance
.

2

,

Administration
a.

VJhat are the

major positive or facilitating factors

that have enhanced your ability to administer your

rural mental health service program?

b.

Please rank the factors noted above in order of their
importance

NOTE:

Attempt to categorize responses in Part 111 as
follows
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la

lb

2a

^
High community visibility
Interagency coordination
Small population

Ability to gain follow-up data
Small staff number

Personal relationship with staff

Personal relationship/ service providers
Personal relationship with community leaders

3

.

Please list all aspects of living in a rural area that
you find positive and rewarding and that contribute to
your decision to stay

4.

.

Are the factors that keep you here primarily lifestyle,

professional, etc.

?

Both, can t differentiate

Professional

Other (specify)
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PART IV:

1.

SERVICE LINKAGE

Who or what are the other service providers in your area
with whom you have established working relationships
that contribute most to the effectiveness of your service provisions?
(specify)

2.

Who or what are the other service providers in your area

with whom you have not established working relationships
but with whom such relationships would contribute to the
effectiveness of your service program?

(specify)

Rank the above in order of importance.
NOTE:

Attempt to categorize responses in Part IV as
follows

_1

2^

_

Family doctors
Public health department

Welfare department
Private practitioners (other than family doctors)
Folk healers or other natural healers
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1

_

Religious leaders

_

County agricultural agent

_

Other (specify)

PART V:

1.

2,

_2

COMMUNITY SUPPORT

Identify any local persons or institutions whose involve
ment and support have been most necessary to the develop
ment and operations of your service program.

Please rank the persons and institutions noted above in
order of their importance.

Attempt to categorize responses as follows:

NOTE:

_1

_

1_

Political leaders
Chief town officials
Chief county officials

Selectment or town council
Other service providers (specify)
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1

_2

_

Religious leaders

_

Educational system

_

School board members

_

Principals

_

Teachers
Business leaders (specify)

Other

PROGRAMS AND STRATEGIES

PART VI;

Describe in detail any strategies and programs that might
be helpful to other rural mental health administrators

1.

that you have developed to:
a.

Overcome the problems noted in Part II;

b.

Maximize the positive factors noted in Part III;

c.

Establish the linkages noted in Part IV;

d.

Gain the support and involvement of individuals and
groups noted in Part V.

NOTE;

2

.

These can be described to the interviewer and/or
be provided or supplemented by written material

accom
Describe any programs that you have developed to

plish the same.
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Appendix

B:

Programs and Strategies

Long-Range Financial Planning
One of the administrators interviewed directs a mental

health center that has completed
funding.

it's eightii

years of federal

To insure that the program would survive, a very

conscious and well-organized effort was planned to establish
a long-range plan for the transition from a primary dependence

upon federal funding to very limited or nonexistent federal
funding.

This process was accomplished in six steps.

First, an internal program budget was developed, with the

help of the center's management information system, to look at
the cost of each program, assess its productivity, and its

ability to produce income.

Attention was then placed upon the

question, "Is this program run in such a way to maximize its

productivity?"
Second, an attempt was made to prioritize the various

programs in terms of effectiveness.
pxi'ogram

In this phase,

several

evaluations were performed to assess such factors as

client satisfaction, community impact and so forth.
Third,

there was an examination of what was needed to

make each program maximally efficient and effective.

In the

it need
next few years, did the program need to grow; did

are the long
more or fewer staff; what type of staff; what
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]r3.ngG

inconiB potsnti3.1s; wtiat srs tliG limits of growth boyond

which efficiency would suffer; and so on?
Fourth, careful examination was given to various avail-

able grant mechanisms that would help or hinder the center's

ability to survive several years down the road.

In this par-

ticular instance, the center decided not to pursue a federal

conversion grant even though it was available.

This decision

was primarily based upon the center's perceived inability to

maintain the expanded program after the funding terminated
(two years)

.

The center decided to apply for a consultation

and education grant and a fiscal distress grant, feeling that

there was a reasonable probability of continuing the activities

funded under those grants after funding ceased.
Fifth, a major lobbying effort was directed toward the

state legislature for support of several specific programs.
At this point,

the approach to the legislature could be made

with well-documented statistics and projections for program
impact
Finally, the center began careful monitoring of each pro-

gram to assess the impact of changes that were implemented,
and the accuracy of earlier projections.

A critical aspect

very
of this step, according to the center director, has been
each
tightly controlled and monitored cash flow to and from
of the various program elements
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A program of reevaluation and probably program
reduction
must be handled very carefully with the existing
staff.
Ac-

cording to the center director

,

it is mandatory that the en-

task be presented to staff in a very optimistic fashion
as a creative program planning and design effort.

If staff

become excessively worried about their own job security and
the possible destruction of the center, major administrative

problems, including sabotage of the planning effort and staff

resignations, are likely to occur.

Obtaining Town Funding

Most community mental health centers rely upon multiple
sources of fiscal support.

These may include direct patient

fees,

third party reimbursement, and support from towns, coun-

ties,

state,

and federal sources.

One CMHC developed a very

carefully thought-out strategy to obtain funding from the 38
towns in their catchment area.

The decision was made to gain

financial support from every town based upon demonstrated success in getting support from other towns.

The center estimated

that if they were to approach each town simultaneously, that

they would obtain a success rate of approximately

257o.

In

subsequent years, this would be perceived by all towns as less
than successful; and would not only jeopardize funding from
the

257o

they did participate, but almost insure failure in

obtaining funds from the remaining

757o.

The following strategy
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was developed and resulted in obtaining funds from nearly
all towns
In the first year of this effort, the center sought

funding from only those towns (eight) in which they had a

high level of visibility of center services and
number of patients served.

a large

Support was requested based

upon the judgement that the request would be approved.
The goal was to be able to make the statement that all

communities from which support had been requested had sup-

ported that request.

That effort was totally successful.

In the second year, additional towns were selected.

These were towns in which an active member of the board resides.

This involved the addition of 20 new towns.

This

again produced a unanimously positive response.
The third step was to go to all 38 towns and request

support.

At this point, the center was able to say that

in the past two years,

they had never been turned down in

their requests for town support.

That effort again was

extremely successful.
The center currently enjoys the financial support of
all but one town.

It is the director’s estimation that

had they taken another approach, support would be at ap-

proximately the 60-707o level.
A substrategy in this effort has been

spokespersons when approaching a town.

to use staf f

Rather, the center
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has identified visible and creditable
community residents as
their spokespersons.
These residents handle all of the nego-

tiations with the town manager and speak at the
town meetings.

Most of these individuals were selected through contacts
by
members of the center's board of directors. An increasing
number of these individuals are service recipients of the center

.

There have been some instances where there was an indi-

vidual programmed to speak at town meeting, and spontaniously
someone else has also spoken in support of the center's request.
ent.

That usually turns out to be a former service recipi-

Whenever that happens, the center shifts and solicits

that person to continue in future town meetings.

Minimizing Community Resistance
One of the administrators interviewed had some cautionary

word for other administrators or groups developing comprehensive community mental health services in rural areas.

applicability probably reaches beyond rural CMHC's.

Its

He states.

When we look at what is expected of a comprehensive mental health center and relate that to rural communities,

there invariably develops issues about power and empire

building.

I

think it is a critical thing for the admin-

istration and boards of a mental health center to be in
touch with.

We must recognize some of the realities of
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it and attend to it as well as we can.
is any way to dispel

the

I

don't think

issue completely.

Strategies have been developed by that program to deal

with this very difficult problem.

They have attempted not

to be defensive about the magnitude of their programs but

rather realistic about their mandates.

In addition, attempts

have been made to establish and maintain close interpersonal

relationships with leaders in other agencies affected by the
growing CMHC
At times, more inter-agency collaboration than is pro-

grammatically necessary is developed to insure that other
agencies can perceive themselves as part of the CMHC, and
thus, hopefully, become less concerned about the building of
a

competing power base outside their agencies.

"In a lot of

respects, we're giving up a lot in these collaborative ar-

rangements

.

In addition,

there are

groups of people in the areas

served by this CMHC who apparently will never relate to or

acknowledge the growth of the agency.

There are constant

expressions of surprise from various parties in the area (including other service providers) at the current size of the

agency
is
Often, according to this administrator, the program

feeding the jealousy and antagonism.
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W6 fsll into

a.

trap.

Ona of our staff mernbars suddanly

ona day droppad a position papar at a managamant confaranca.

Ha prasantad to us his viaw of how wa

,

from my-

salf down, wara prasanting tha agancy to tha community.
He suggested that we were feeding into a kind of envy

syndrome with people in industry and other agencies because, for a period of time, our constant response to

questions about the agency was

a

response in terms of

numbers of staff and size of the budget.

What that

triggered off with people was a negative reaction that
caused them to get anxious because of the power issues.
We tried to turn this around by trying to always talk on
the conservative side;

talk about program impact and ser-

vices and, whenever pressed about size of staff, always

consistently talk about full-time staff equivalents.
You can get yourself caught in adding up bodies, and
they say "Gee, your staff is large!"
He acknowledges that these efforts have been less than

fully successful; but they do appear to have reduced some of
the communities’

concern around power and empire building.

Beginning a Division of Rural
Mental Health Services

Adequate programming for rural areas becomes particularCMHC includes,
ly difficult when the entire catchment area of a
an
along with its geographically disbursed rural areas,
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urbanized area as well.

Such is the case with some programs

included in this study.

One CMHC has developed a Division

of Rural Mental Health Services to better serve
outlying areas.

Although the major city in this area is by no criteria
large,

it is the largest population center in the catchment

area.

And, according to the administrator interviewed, it

is

viewed by the residents of the outlying rural areas as

"the big city."

That is, the rural residents look toward

this city as a focal point for entertainment, major shopping,

specialized medical services, and so forth.

While rural resi-

dents utilize services in the city, there is a perception of
the city people being economically and culturally "different".
In the early years of the CMHC's development, most ser-

vices were located in the city with some minimal services

provided through satellite locations in the rural areas.

As

the center grew, more services were delivered in the rural

areas.

And yet, there was concern, on the part of center ad-

ministration, regarding the adequacy of services to the rural
areas

From that concern developed, within the CMHC,
of Rural Mental Health Services

(DRMHS)

.

a

Division

Organizationally,

the director of this division reports directly to the Execu-

tive Director of the CMHC.

The division is currently in its

infancy and is encountering several problems as it develops.
significant
The establishment of such a program represents a
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program innovation for CMHC

'

s

in New England; and its devel-

opmental problems are worth articulating should this become
a model to be utilized elsev/here.

One of the major difficulties in implementing this pro-

gram has been the lack of a consistent, and mutually agreed
upon, conceptual framework for the division.

For example,

the director of the division views rural mental health ser-

vices as a specialty unto itself.

He feels that the popula-

tion to be served is different, from that in the more urbanized
areas,

the expectations of treatment are different, the staff

providing the services need special skills, and the types of
treatment to be provided are different.

On the other hand,

the business manager of the CMHC views the establishment of
the division as a possible cost saving device for the CMHC
as it brings together, under one organizational unit,

all

rural services and eliminates the need for duplicative admin-

istrative costs in the various rural service locations.

While

both views may not be incompatible, conflict does arise resulting from differing expectations and lack of conceptual

consistency throughout the CMHC.
The second major problem is the difficulty in the func-

tional matching of programs that are categorically based
(e.g.

children's services and consultation and education

based (i.e.,
services), and those that are geographically
the Division of Rural Mental Health Services)

.

There is no

clinical and
simple solution to this extremely difficult

236

organizational problem.

Several organizational and procedur-

al options exist.

First, the Division of Rural Mental Health may be respon-

sible for only "non-specialized" services.

Although that fa-

cilitates the work of special programs, it does not fit within the conceptual framework of the division director.

Second,

the rural staff could provide all services in the rural areas

and not utilize (except for staff training) the staff of special units.

Although this is very clear organizationally, one

must raise the question of the rural staff’s ability to deliver highly specialized services.

Third, specialty staff

may work in the rural units with dual supervision (i.e., the
division director and the director of the specialty service)
Forth,

specialty staff might work in the rural areas under

the clinical supervision of the specialty director and the

administrative supervisor of the division director.

At the

time of this writing, the CMHC has not resolved the issues

noted above.
This very brief case description, however, provides a

glimpse at some of the clinical, organizational and develop-

mental problems encountered as one approaches

a

mental health

center’s response to their rural populations.

In addition

to providing a challenge to the entire system,

such an ex-

perience can be used--as it is in this CMHC--as

a

mechanism

organization and reto look at the overall structure of the
focus on the agency's

goals and mandates.
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One could reasonably hypothesize that this CNHC will
be enhanced by this process.

The key to their probable

success is the very open, yet structured, way that discussions about the DRMHS are proceeding in an atmosphere of

trust and respect.

